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when he smokes too much... 


Whenever indigestion results from ha- 
bitual overdoing in any form (excess 
of cigarettes or alcohol, dietary indis- 
cretion, nervous tension), symptoms can 
be quickly alleviated night and day 
with Gelusil and the new formulation 
Gelusil-Lac. 

To avoid daytime distress: Gelusil 
provides the sustained action of mag- 
nesium trisilicate and specially prepared 
aluminum hydroxide gel to restore and 
maintain gastric pH within normal 
range. Because it does not overneutral- 
ize or alkalize, Gelusil avoids the twin 
dangers of acid rebound and systemic 
alkalosis. 

To prevent middle-of-the-night attacks: 
In Gelusil-Lac, the proven antacid ac- 
tion of Gelusil is combined with sus- 


tained buffering effect of specially pre- 
pared high protein (low fat) milk solids 
to prevent gastric pain at night. 
Nonconstipating: The specially pre- 
pared aluminum hydroxide component 
in Gelusil has a low order of chemical 
activity. Thus formation of astringent 
—and constipating—aluminum chloride 
is minimal. 

Dosage: 2 Gelusil tablets or 2 teaspoon- 
fuls Gelusil liquid two hours after eat- 
ing or when symptoms are pronounced. 
Each tablet or teaspoonful provides: 
7% gr. magnesium trisilicate and 4 gr. 
aluminum hydroxide gel. Gelusil-Lac: 
At bedtime, one heaping tablespoonful 
stirred rapidly into one-half glass (4 fl. 
0z.) of cool water. (Provides equivalent 
of 4 Gelusil tablets.) 


Gelusil‘/ Gelusil-Lac 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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A “sense of well-being” is an added 
benefit wn 
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Every woman who suffers in the menopause deserves "Premarin," 
widely used natural, oral estrogen. 


“Premarin” produces prompt symptomatic relief and a gratifying 
“sense of well-being.” “Premarin” presents the complete equine 
estrogen-complex. Has no odor, imparts no odor. 


Conjugated estrogens (equine). 


in the menopause and 
the pre- and postmenopausal syndrome 


5642 ar Ayerst Laboratories * New York, N.Y. * Montreal, Canada 
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Viewbox Diagnosis 
What does the film tell you? 


Resident Relaxer 
A diversion with a purpose—see how you do. 


Letters to the Editor 
Questions and comment by resident readers. 


Editor’s Page 


Mediquiz 
Working alone or with your colleagues, 
you'll do well to get nine out of ten correct. 


Leads and Needs 


Practice openings and residency opportun- 
ities. 


Advertisers’ Index 
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services are advertised in this issue of your 
journal. 
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Look in your mail| 

for the series of ACTH | 
reviews written expressly | 
for you by prominent clinicians | 
—or write for a copy today. 


a 


_ . The first report on the use of Cortrophin-Zin 
appeared in 1953.1 Since then, clinical experienc: 
in thousands of cases and thirty published report: 
have confirmed that Cortrophin-Zinc offers man) 
desirable advantages over other forms of ACTH 


Because of adsorption of ACTH on zinc, whict 
extends ACTH activity and protects it from 
inactivation, Cortrophin-Zinc provides trul) 

prolonged ACTH action. Each injection lasts a 
least 24 hours in the most acute cases to 48 ani 
even 72 hours in milder cases. Cortrophin-Zinc is 
a fine aqueous suspension which needs no 
pre-heating and flows easily through a 26-gaug: 
needle. It is easy to handle, convenient to 

administer, and well-tolerated. During the years 
of clinical experience, no evidence 0! 

toxicity to zinc has ever been foun¢ 


Supplied in 5-cc vials, each cc containing 4) 
U.S.P. units of corticotropin with zinc 


3, 


Vol. 


April 1957, 


Articles 
publicatio 
standing 
hydroxide (2.0 mg of zinc) for repository action. BB tributed | 


lication, 


\Spies, T.D., J.A.M.A., 153:185, 1953. interest 
2References supplied on request. value to 


*T.M.—Cortrophin 
tPatent Pending. Available in other 
countries at Cortrophine-Z. 
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Vol. 


April 1957, 


Managing Editor 


Resident Staff Director 
Contributing Editor 


Resident Editor 


Production Director 


\tticles are aceepted for 
publication with the under- 
standing that they are con- 
tributed solely te this pub- 
lication, and will directly 
interest or be of practical 
‘alue to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustration or draw- 
mgs are especially desired. 
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for taster and higher 


initial tetracycline blood level 


now...the new phosphate complex of tetracycline 


Squibb Tetracycline Phosphate Compix 


the broad clinical spectrum of SUMYCIN against pathogenic organisms 


SUMYCIN 

the new phosphate complex of tetracyclin 
SUMYCIN 

a single antibacterial antibiotic 
SUMYCIN 

a well tolerated antibiotic 


SUMYCIN 
a true broad spectrum antibiotic 


Minimum adult dose: 1 capsule q.i.d. 
Each Sumycin capsul tains the equi 
of 250 mg. tetracycline hydrochioride. 
Botties of 16 and 100. 


SQUIBB Squibb Quality - the Priceless Ingredient 


*SUMYCIN® 1S A SQUIBB TRADEMARK 
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Anesthesiolo 

J. Adriani, M.9B, Director, Dept. of 
\nesthesiology, @Charity Hospital of 
New Orleans. 


Max S. Sadove,@M.D., Director, Dept. 
of Anesthesiolo; Univ. of Illinois. 


Dermatol 

Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, N.Y.U. Postgraduate 
Medical School. 


Medicine 
William B. Bean, M.D., Professor of 
Medicine, Univ. of lowa Medical School. 


Charles Davidson, M.D., Assoc. Profes- 
sor of Medicine, Harvard Medical 
School. 


. Wesley Eisele, M.D., Assoc. Pro- 
ci of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 
Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division 
Bellevue Hospital Center. 


Obstetrics-Gynecology 

\lan F. Guttmacher, M.D., Director, 
Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. C. 


Ophtha 
Derrick T. Vail, M.D., Chairman, Dept. 


of Ophthalmology, Northwestern Univ. 
Medical School. 
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Pathology 
John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 


Pediatrics 
James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 


Psych 
William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Radiology 
Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 


Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 

= Superintendent, Bellevue Hospital 
nter. 


Surgery 
Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, _ The Snyder 
Clinic, Winfield, 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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The authors of the Eleventh Rheuma. 
tism Review,'? in describing the ad. 
vances made in the treatment of 
rheumatism and arthritis, devote 
equal attention to the serious side 


. effects of corticosteroid therapy. 


They state: “The best protection 
against the development of signif. 
cant undesirable effects continued 
to lie in the use of the smallest 
effective daily and total dose (Tenth 
Rheumatism Review), and careful 
and frequent supervision of the 
patient.” 

Many investigators agree that 
the potent steroids should be used 
only during the acute period of the 
first two or three days, and then the 
patient should be tapered-off and 
maintained on balanced steroid- 
salicylate therapy. 

One study concludes: “Salicylate 
potentiates the greatly reduced 
amount of cortisone present so that 
its full effect is brought out without 
evoking undesirable side reactions.” 


SA 


for prudent antiarthritic therapy 


Indications: 


« Rheumatoid arthritis 
« Rheumatoid spondylitis 


+ Rheumatic fever 


+ Neuromuscular affections 


Average dose: Maintenance dosage may 
require from 6 to 8 tablets to as little as 
3 or 4 tablets daily, depending on severity 
of symptoms. Acute stages may require a 
high dosage of 4 tablets four times daily 
for two or three days, or till the acute 
episode subsides. 


Each Salcort tablet contains: 


Cortisone acetate . 
Sodium Salicylate . . .. . 03Gm 
Aluminum hydroxide gel, 
dried 0.12 Gm 
Calcium ascorbate . 
(equivalent to 50 mg. ascorbic acid) 
Calcium carbonate ; 60 mp. 


1,2. Robinson, W.D., et al.: Rheumatism and 
Arthritis (Eleventh Rheumatism Review), An- 
nals Int. Med. 45:831 and 45:1059 (Nov. and 
Dec. 1956). 
3. Busse, E.A.: Treatment of Rheumatoi¢ 
Arthritis by a Combination of Cortisone an¢ 
Salicylates, Clinical Med. 11:1105 (Nov. 1955 


*U.S. Pat. 2691662 


The S. E. MASSENGILL Company, Bristol, Tennessee 
NEW YORK + KANSAS CITY + SAN FRANCISCO 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


Which Is Your Diagnosis? 


1. Sprue 
2. Whipple’s disease 


(Answer on page 178) 


3. Normal 
4. Peritoneal fluid 
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eural, pertaining to 
ree nerves 
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ng used for packing 
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xual excitement 
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\ks irrationally, as in 
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ral, via the intestines 
Id buffalo of India 


b-discoverer of Insulin 


. Figure in cells under- 


mitosis 
© dry, as in fever - 


. Articles expressing the 


opinions of the 
periodical 


. —phthalmia, traumatic 


conjunctivitis 


Operative ankylosis 
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. Oil cask used in 


whaling 
Large projecting tooth 
Customs 


24. One of most famous 


26. 


= of Siamese twins 
gue's sign, positive 
straight-leg-raising test 


28. Plants living within 
29. 


body of an animal 
Nostrils 


31. Method of alcoholism 


treatment (2 wds.) 
rmer 


33. Designating a linguistic 


stock of the African 
Coast 


Gold 


. Distant (comb. form) 


7. Abuses 


. Victims of Rinderpest 

. Demure 

. Seized with the teeth 

. Rivulet 

. Swiss physicist, noted 
for work in optics 
Merits 

. Care for medically or 
surgically 

. Drug source 


. Sem 
55. —do reticularis, mot- 


tling of skin 


57. Dig for ore 


. Morgue table (slang) 


60. House surgeons 
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CONSIDER 
THE 
HUSBAND 


ak PRESENCE OF TRICHOMONADS in the male genitourinary 

tract should always be suspected in the husband of a woman 
who is repeatedly reinfected.”! Instead of merely suggesting 
that the husband use a sheath to prevent re-infection of the 
patient with vaginal trichomoniasis, many physicians specify 
RAMSES prophylactics in writing. Being specific not only saves 
the patient from embarrassment but ensures husband coopera- 
tion. Most of them know and prefer RAMSES. 

Transparent, tissue-thin and smooth, yet strong, RAMSES 
natural gum rubber prophylactics are different. RAMSES are 
prophylactics with “built-in” sensitivity. Their acceptability 
and high qualjty ensure the protection that is the very founda- 
tion of re-infection control. Es 


1. Draper, J. W.: Internat. Rec. Med. { 
168:563 (Sept.) 1955. oe | 


RAMSES® 


prophylactics 


tte 
Tits 


JULIUS SCHMID, inc. 
423 West 55th Street, New York 19, N. Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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(Zoxazolamine,* McNeil) 


engestic: coated or plain 


“...17 of the 20 patients with post-traumatic 
muscle spasm of the low back had excellent or 
good responses.”! 


“In acute and chronic recurrent low back syn- 
drome, severi of eight patients showed visible 
objective improvement.”2 


1. Wallace, S. L.: Zoxazolamine (Fiexin) in Low Back Disorders, 
to be published. 2. Settel, E.: Frexin in Geriatric Skeletal Muscle 
Spasm, Am. Pract. & Digest Treat., in press. 


Available: Tablets, Engestic Coated, pink, 250 mg.; 
bottles of 36. Tablets, scored, yellow, 250 mg.; bottles 
of 50. 

*U. S. Patent Pending 


McNeil Laboratories, Inc + Philadelphia 32, Pa. ones? 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


The Blues 


In a recent issue of your journal 
(which all of us appreciate receiv- 
ing, thank you), I find myself in 
serious disagreement with one of 
of your “Roundtable” panelists. He 
stated: “Any resident who doesn’t 
have a good idea of what it’s cost- 
ing the patient should certainly get 
his head out of the sand. In private 
practice, costs are extremely im- 
portant and an integral part of the 
practice of medicine. . . OK. My 
head is in the sand. But as long as 
attending physicians avoid discuss- 
ing money matters in front of. resi- 
dents, how in the world are we 
supposed to learn? We could cross- 
examine patients—but somehow that 
doesn’t seem to be the answer. How 
about a formal discussion while in 
the internship year—a frank run- 
down on costs of care, facilities, 
medications, hospital expenses as an 
orientation course? This would be 
a good idea, I thiink. Also, could you 


22 


give us some information on Blu 
Cross and Blue Shield? 

R. B. Doremus, M. D. 
Kansas City, Kansas 
@ There is no question but wha 
this is a problem—and an important 
one. The solution you've suggeste( 
is now in effect at a number of hos. 
pitals. More and more, both ad: 
ministration and medical staff have 
recognized the importance of a com: 
plete indoctrination of house staf 
officers into the costs involved in 
hospital service. We will have a spe: 
cial report of the Blue Cross and 
Blue Shield programs in coming 
issues of your journal. 


Baby Budget 
I was interested in your article o 
budgeting the costs in having a baby. 
Our first was born last year and | 
dug out our own budget records to 
compare notes. Allowing for infla- 
tion in the year between then and 
—Continued on page 30 
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modernize 
with 
Shampaine 
Steelux 
furniture 


Every detail of decor and 
layout is planned for you by 
Shampaine ... to create a 
relaxing atmosphere—patient 
comfort—medical efficiency 
in any size examining room. 


Write for complete Shampaine 
Steelux Decorating and Color 
Service today! 


1920 S. Jefferson, St. Louis, Missouri 


THE WORLD'S MOST COMPLETE LINE OF EXAMINING ROOM FURNITURE 
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now, our records show we did it 
cheaper by $5.60. This doesn’t seem 
like much. But we had twins. Thank 
you for sending me your fine journal. 
It seems each copy is better than 
the last. 
Randall Reichardt, M.D. 
Chicago, II]. 


Language Article 


I have been receiving Resident Phy- 
sician only since January. I have 
heard from others that you had a 
series of articles dealing with how 
to make an examination and take 
a history of a foreign-born patient 
in his own language. If so, what 
languages did you cover and do you 
have any reprints of the articles? 
I am most interested in Spanish. 
R. B. Robinson, M.D. 
Portland, Maine 
© At the moment we are out of 
stock but expect to have a few more 
reprints on order within a few 
weeks. The reprints include French, 
Spanish, Italian, Polish, Yiddish 
and German. In booklet form, the 
reprints will be available at cost 
($1 per copy including postage), 
and we will reserve you a copy. 


Mediquiz Reprints 


The interns at this hospital enjoy 
your Mediquiz section very much. 
Often the results are indicative of 
further required study. We wonder 
if you have reprints of the Medi- 
quiz from past issues and would be 
willing to mail-a set to us. To date 


we have seen only the most recent 
three copies. We should like io see 
more. The staff will be very happy to 
defray expenses. 

Harold J. Luria, MD, 

Chief of Interns 

Glens Falls Hospital 
Glens Falls, New York 
@ We are sorry but there are nm 
reprints available of the Mediquiz 
section. However, we do have a 
limited number of back issues of 
RP containing Mediquiz sections ani 
will forward these to you immedi- 
ately. 


Summer Camps 
Since you continue to offer valuable 
information on matters of practical 
interest to residents, do you have 
any information on positions as camp 
doctors? Where could we write for 
such opportunities? What do they 
pay? 

Leonard L. Warren, M.D. 

Wesley F. Rogers, M.D. 
New Orleans, La. 
e@ The pay varies and generally is 
subject to a bit of negotiation. You 
can expect to get $350 and up per 
month or $800-$1200 for a ten week 
camp season, depending on othet 
prerequisites involved in a particular 
camp situation. For further informa 
tion see article on camps in this 
issue of RP. 


Articles 

In reference to your announcement 

in the last issue of ResipeNT PHYSI- 
—Concluded on page 36 
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WHENEVER 
COUGH THER 
Is 


# Relieves cough quickly and thoroughly = Effect 
lasts six hours and longer, permitting a com- 
fortable night’s sleep = Controls useless cough 
without impairing expectoration ® rarely causes 
constipation = And pleasant to take 


Syrup and oral tablets. Each teaspoonful or tablet of 
Hycopan* contains 5 mg. dihydrocodeinone bitartrate 
and 1.5 mg. Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at bedtime. May be 
habit-forming. Available on your prescription. 


ENDO LABORATOR 
Richmond Hill 18, New York — 
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—Concluded from page 30 

CIAN, would you prefer an outline 

first before the completed article? 
T. R. Griffin, M.D. 

Minneapolis, Minn. 

e It’s up to you. We have no pref- 

erence. However, our staff will go 


over all outlines submitted and ale 
suggestions (which you are free to 
accept or reject). This could save you 
time and trouble and help you polish 
your article with a minimum of ej. 
fort on your part. You'll still be 
eligible for the $150 bonus. 


JOACNEMKY 


"Oh good heavens... after 451 visits you should be 
. well used to it!” 
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E FOREIGN RESIDENT: 
His Difficulties and Problems 


ars, as a teacher and a doctor, your Editor 
fortune to share a close association with 
many of our foreign colleagues: Beginning a number of 
years ago while a lecturer on infectious diseases at the Johns 
Hopkins School of Hygiene and Public Health, this relation- 
ship was continued during World War II through intimate 
professional contact with British, Canadian, New Zealand, 
South African, Indian, Egyptian, French, Jugoslavic, Polish, 
German, Greek, Brazilian and Italian physicians serving in 
Allied Forces in the North African and Mediterranean 
areas. In recent years, these contacts have been extended 
among young foreign physicians on the house staff of the 
Kings County Hospital Center in New York. 

Reviewing these experiences with physicians of non-Eng- 
lish-speaking nationalities who have come for the first time 
into the American-Anglo system of medical education and 
practice, four problem areas may be delineated which create 
difficulties for our foreign colleagues. These are: the prob- 
lems of language, of educational background, of the physi- 
cian’s philosophy towards patient care, and difficulties rela- 
tive to the types of disease with which the new house staff 
member was familiar in his own country. 

There can be little doubt that a number of our younger 
colleagues come to this country with far too meagre a 
knowledge of the American language, which, after all, from 
the point of view of pronunciation alone, is quite a tongue 
(especially when one considers the bewilderingly diverse 
speech patterns in such areas as Boston, Brooklyn, Birming- 
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ham, Battle Creek and Beaumont—all cities in which hos- 
pitals may have foreign interns or residents). Further com- 
plicating the problem are those of our citizen population 
whose native Spanish, Italian or Yiddish comes much more 
naturally than the language of their adopted home. Thus, 
language difficulty is a major problem for many of our 
young foreign colleagues. 

Another important factor in creating difficulties is a 
difference in educational background. There can be little 
doubt that the American-Anglo system of medical education 
differs considerably from that of the Latin and a number 
of other systems. Hence, the foreign graduate may have 
many difficulties simply because his training in medical 
school has not prepared him to face the practical applica- 
tions of American medicine, applications which are easily 
encompassed by graduates of American or British medical 
schools. 

A third factor has to do with the philosophy of patient 
care. In the American-Anglo system, all patients, regardless 
of their economic, social, political or religious status, are 
to be considered equal. Unfortunately, in overall health 
considerations, this philosophy cannot yet be implemented in 
some countries in which economic, political or social condi- 
tions differ from those established in the American-Anglo 
tradition during the past century. 

Finally, because of social, economic and political factors, 
the experience of our young foreign colleagues with the 
study of disease while in medical school may be entirely 
different from that of the American medical school graduate. 
If the foreign resident comes from a country in which 
expectancy of life is short, his opportunity to acquire a 
background of knowledge in infectious, nutritional and 
parasitic diseases will be great. But by the same token his 
knowledge of vascular, neoplastic and other diseases of 
older people is certain to be limited in comparison with 
that of his American colleague. Hence, he is faced imme- 
diately upon arrival with a variety of disease conditions 
with which he has had little experience. 
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Want to take a good vacatio ( pay? 


Summer Camp 
Physician 


Handling the health needs of camping youngsters 
may not be your idea of a summer vacation. But 
hundreds of residents are already applying for the 
many camp physician jobs now being advertised in 
every section of the country. Advantages are many: 
An outdoor vacation away from the hospital routine, 
an extra bit of income to sock away, and all expenses 
paid for you—and in some cases, for your wife, too. 


= of summer camps for kids are looking for 
physicians. All over the United States, from Maine to Cali- 
fornia, Minnesota to Florida—and lots of places in between, 
camp directors are frantically searching for doctors. 

Despite what you may hear about winter vacations, July 
and August are still the biggest vacation months for millions 
of U.S. youngsters. With a big check sent on ahead by dad, 
the kids are packed off to one or another of the summer 
camps to spend a week or two months (depending on dad’s 
ability to write big checks) getting sunned and funned and 
filled with good food. 

And you can get the sun and the fun and the food—plus 
a salary—for watching over the infrequent hurts and 
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occasional fevers of a group of these 
youngsters. 

You say you’re not a pediatrician? 
Who cares? You are a physician, 
have license, will travel. That’s 
what harassed camp directors are 
looking for. And they’re looking 
right now, this month. 

Pediatrician or not, remember, 
most kids who have summer health 
problems are involved with such 
things as poison oak or ivy, cuts, 
bruises, abrasions—possibly a_be- 
havior problem every now and then. 
And. pediatrician or not, for the 
rare child in camp who develops 
something which might indicate a 
need for hospitalization, you'll be 
able to determine that fact without 
difficulty. 

Keep in mind that camp authori- 
ties will ask you to supervise an 
outpatient clinic, not a children’s 
hospital for acute diseases. 

If, by chance, you are asked to 
do more than that, you'll know what 
to tell them without our prompting. 


Enter practice? 


Let’s suppose you’re completing 
your residency this June and have 
considered the possibility of begin- 
ning your private practiec during 
the summer months. A good time? 

Well, summer is vacation time for 
most families. It’s also recreation 
and relaxation time. The warm days 
may bring sunburn, cuts and minor 
infections, maybe some heart cases, 
too. But in most specialties, the hot 
weather brings a-lull in practice. 
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So, from an income point o! view. 
(remember, your debts are higges 
your first day of practice) summer 
just happens to be about the worst 
time to jump into solo practice, 
Most physicians in practice advise: 
open up your office in the early fall 
or winter. 

If you go along with this advice, 
your next question might be: “OK. 
so I postpone the practice debut, 
what'll I do this summer?” 

Well, there are lots of things you 
could do. For example, if you happen 
to be independently wealthy, a nice 
trip to Switzerland would be fun. 
Or perhaps a week on the French 
Riviera would be more to your taste. 
(Say hello to Grace for us if you 
happen by Monaco.) 

But if you happen not to be rich, 
a circumstance which seems to be 
somewhat prevalent among doctors- 
to-be, you might just be thinking 
of earning a little something to help 
you get off to a better start in your 
practice come November. 

And if that’s your case, look into 
summer camp openings. Here’s a 
golden opportunity to get paid a 
salary where there’s little opportu- 
nity to spend it. At the same time 
you'll be able to run your own little 
private practice (you’d be surprised 
at the practical information you'll 
be able to pick up applicable to 
your own practice later on) and 
most important, you’re almost cer- 
tain to have yourself a real ball. 

Maybe you're right in the middle 
of your residency, have only a few 
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weeks vacation coming. It'll stili 
work out. Many camps allow what 
they call a “split season,” take on 
one resident who guarantees them 
a replacement from among his col- 
leagues to finish out the season. You 
can team up with another resident 
and stagger your vacation times to 
give full season coverage to one 
camp. 


Early application 


After all, most educators heartily 
endorse the idea of your taking a 
real break from the hospital routine 
—out in the wide open spaces where 
you can get a little tone and color 
into your body. (Man, have you 
looked in a mirror lately?!) 

Now, if you think this might be 


April 1957, Vol. 3, No. 4 


a good plan, get started on it right 
away. Camps hire ahead of time; 
they’re now filling July through 
August positions. Your application 
may be a week early. That won’t 
hurt. But if it’s a week late, you’re 
out of luck. 

The growth of summer camps 
during the past ten years has been 
just short of phenomenal. Bigger 
families, a rise in the general eco- 
nomic level are two reasons. Along 
with the growth and development 
of summer camps, there has been a 
tremendous increase in the demand 
for camp physicians. Jobs are plen- 
tiful enough so that the resident 
who starts looking early usually 
will get one that fits his specifi- 
cations. 
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Hospital bulletin 


One of the quickest and perhaps 
easiest ways to find out about open- 
ings is to keep an eye on your hos- 
pital’s bulletin board. Most camps 
start sending out notices to hos- 
pitals in their areas about Febru- 
ary. If you haven’t seen any posted 
in your hospital, stop in and see 
the administrator’s secretary. She 
may know of some that have come 
in but, for some reason, haven’t 
been put on the bulletin board. 

Your local medical society fre- 
quently will get a request for camp 
physicians. A telephone call to the 
society or a careful look-through of 
the classified section in the society’s 
journal may turn up something. 


Agencies 


Established physician placement 
agencies in your area are excellent 
sources for part-time and summer 


camp positions. (You will find their 
ads in the classified sections of this 
and other medical journals). Many 
camps list with the same agency 
year after year. The agency can 
help you evaluate the kind of set. 
up you will be getting into. Again, if 
you apply early, you'll get your 
pick of camps. 

In your letter to the agency, be 
sure to give dates and desired areas, 
Since a personal interview with camp 
authorities is usually necessary, 
you'll probably be wiser to limit 
your preferences to your home or 
hospital area. 


The Sunday supplement and clas- 
sified section of your newspaper may 
contain a few ads specifically calling 
for camp physicians. If you are in 
a small town with a newspaper of 
very limited circulation, this is less 
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likely to be true. In that case it 
will be worth your while to pur- 
chase a metropolitan newspaper. 

How about letters? Certainly. 
Writing directly to camps that you 
may have attended as a youngster 
or to a camp that you’ve heard about 
may offer some information. 

A few of the national and “fam- 
ily” circulation magazines carry ad- 
vertisements of summer camps. 
While there won’t be any ads for 
camp physicians, you will get a good 
supply of camp names and ad- 
dresses; also, camp associations. 


Write directly 


Frequently, camps will be grouped 
together in an association based on 
religious, fraternal or regional basis. 
The YMCA and the YMHA, the Boy 
Scouts, Girl Scouts, Police Athletic 
Leagues, certain church and reli- 


April 1957, Vol. 3, No. 4 


gious organizations often have many 
camps under a group jurisdiction. 
It may prove a good shortcut to 
write directly to the camp associa- 
tion headquarters requesting infor- 
mation about physician openings in 
any of their summer camps. 

One big national group, the Amer- 
ican Camping Association, main- 
tains headquarters in Martinsville, 
Indiana and has regional or district 
offices located around the U.S. fer 
placement of camp counselors, 
nurses and physicians. Write to 
Hugh W. Ransom, Executive Direc- 
tor, at the headquarters. Be sure to 
mention the areas you are most in- 
terested in. 


Brief résumé 


In your first letter to any camp 
inquiring about an opening, give a 
brief résumé of your training. 1i- 
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censes if any, and the exact date 
you will be available. Request some 
screening information from _ the 
camp also. For example, find out 
the period you will be required te 
serve and a probable salary. 

This is one way to eliminate the 
negative. For instance, it is pretty 
obvious that if the camp wants you 
to start before your residency is 
completed, it would be a waste of 
your time to continue the corres- 
pondence with this particular camp. 

If your letter is satisfactory and 
the distance is not too great, the 
camp will probably request a per- 
sonal interview. Prepare yourself 
for this as you would for any inter- 
view. Also, consider the fact that in 
this particular position there is just 
as much that you want to know 
about the camp as the camp must 
know about you. You will be ready 
to give answers. But, make a check- 
list for your questions: 


1. What is the exact salary’ ([s 
there a contract?) Most «amps 
figure your pay by the season. vary 
from $500 to $900 for a 7- to 10. 
week season. How is the salary 
paid? At the end of the summer 
period, weekly, or monthly? 

2. Are there facilities for your wife 
and family? Some camps will give 
your wife a job as your aide or a 
group leader or camp supervisor; 
some may accept your children at a 
reduced fee. Ask about this. 

3. What are the facilities of the 
dispensary? How’ well is it 
equipped? Be specific. Do they have 
an inventory of medical supplies on 
hand? Who is to decide what mate- 
rials are needed. Will they take your 
recommendations as to the needs and 
supplies of the dispensary? 

4. Will you have an assistant? Many 
camps will have a nurse on the 
payroll. Most won’t. Some may have 
a medical student as a counsellor. 
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MEDICINE eer 


Needless to say, a junior or senior 
medical student would be invaluable. 
5. Are there hospital facilities in 
town? What arrangements has the 
camp made with the hospital? Is 
there a local physician available to 
help you when needed for consulta- 
tion? Have arrangements been made 
for you to hospitalize a seriously ill 
child? 

6, Are you covered by a malpractice 
policy? If not, will the camp pay 
for such a malpractice policy :f 
you take one out for the duration 
of your camp job? 

7. Must all children have physica! 
examinations by their private phy- 
sicians prior to their acceptance by 
the camp? Will the camp knowing- 
ly accept diabetics, allergic or car- 
diac children (requiring constant 
and specialized care)? If so will 
you be responsible for their main- 


tenance therapy and management? 
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Problem Wife? 


We mentioned that your wife may 
be welcomed at camp, all expenses 
paid. But, in our talks with a num- 
ber of camp directors, we learned 
of one problem: The wife with 
nothing to do. 

By and large, camp directors 
consider the camp physician’s wife 
a problem—unless she is willing to 
help out in some small way with 
the camp’s activities. Camp directors 
will usually offer her some job as 
assistant to a counselor, arts and 
crafts supervision, picnic manager, 
or some such position—and are 
happy to pay her for her efforts. 
So if you want your wife to be with 
you at camp, make sure you let the 
director know her qualifications for 
helping out—and the fact that she 
is willing to accept some responsi- 
bility in connection with the camp’s 
operation. 
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MAJOR SURGERY... 


If the camp makes an extra charge 
for such children, will you receive 
a fee? 

8. Here are important items which 
should be settled in advance! What 
are your days off, if any? Will you 
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Single Residents Only 
We aren’t making any prom- _ 
_ ises, but we know of one 
_ resident physician who took 
| a summer camp job last year 
and got an unexpected bonus. 
He met and marricd one of 
the camp counselors. Bachelor 
residents may take this as a 
warning or as a ray of hope 
in connection with summer 
physician _appoint- 
ments, 


have anyone to cover you? In some 
camps the physician is on duty the 
day he starts to the day the sum- 
mer ends. In others, the physician 
will have one day off, or one week 
end off periodically; his place will 
be taken by a local physician from 
town. This depends on arrangement 
between you and the camp, but it 
is always better to settle these 
points before the contract is signed. 
9. Do you have any other duties 
besides strictly “professional care” 
of the campers and camp staff! 
Some camps try to have their phy- 
sicians double as nature counselors 
or advisers. 

10. Will you be paid for your trans- 
portation to and from the camp—in 
addition to your regular salary? 
11. Is a state license needed in the 
state where the camp is located? 
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(The «amp will probably have this 
information from past experience). 
For example, in some areas this is 
a must, in others a temporary li- 
cense will serve the purpose, and in 
come it is required of a physician 
to be “eligible” for a state license 
and have a licensed M.D. in town 
as supervisor. 

Past experience has shown that 
the answers to the above questions 
largely determine what kind of 
summer camp tour you will have. 

Remember, all these items needn’t 
wait for a personal interview for 
clarification. Many should be han- 
dled through your correspondence. 


Salary 


Since camps are having quite a bit 
of difficulty in getting doctors, 
you’re in a shopper’s market. Don’t 
jump at the first salary offer (un- 
less you are completely satisfied, of 
course). You will be in a position 
to negotiate a bit. Perhaps you 
might suggest a higher figure and 
then work back to a compromise. 

Or, if the camp is particularly de- 
sirable from your point of view, 
work on a few possible fringe bene- 
fits which have not been offered. 
Such things as your wife’s job .or 
maintenance, and that of your own 
children, your days off, etc. — all 
are things which can be negotiated. 

Don’t undervalue your own useful- 


ness to the camp. You may have to 
work your head off throughout the 
summer—in which case, it would 
“be nice to have something in the 
bank to show for your efforts. 

Incidentally, many private camps 
will offer you more in salary than 
will some of the organization camps 
such as the scouts, fraternal groups, 
etc. But there is no “standard” rate. 
Perhaps it should depend on the 
number of children involved and how 
much each child must pay to come 
to the camp—but it doesn’t. 

You will have to develop your own 
evaluation, unless you are working 
through a medical placement serv- 
ice. 


Work plus relaxation 


Of course you are expected to 
work. You are getting paid a salary 
for that. But at the same time make 
sure that you will have sufficient 
time and coverage for a reasonable 
amount of enjoyment and relaxa- 
tion. It is too late to discover that 
you have tied yourself—to a bad 
deal after you’ve worked for sev- 
eral weeks. Try to arrange for such 
things as salary and time off and 
equipment before you sign the con- 
tract. 

If the job fits, take it. Summer 
camp can be a refreshing experi- 
ence after a long year in your hos- 
pital. 
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Mount Sinai Hospital 


With an almost even split between ward and private 
patients, this metropolitan center offers approved 
residencies in 21 medical and surgical specialties. 
A major teaching affiliate of Columbia University’s 
College of Physicians and Surgeons, Mount Sinai 
maintains a house staff of more than 200 residents, 


fellows and interns. 


C hartered in 1852 as a voluntary, 
non-profit general hospital, Mount 
Sinai admitted its first patients, in 
May 1855, to a forty-five bed, four 
story building, located on West 
Twenty-eighth Street, in New York 
City. 

The Hospital today consists of 
twenty-one buildings which occupy 
three square blocks fronting on 
Fifth Avenue between Ninety-eighth 
and One Hundred First Street. 

Present bed capacity totals 1,009 
exclusive of 104 bassinets. Five 
hundred twenty-three beds are for 
ward (service) patients; the re- 
mainder (486) are assigned for 
semi-private and private patients. 
Approximately 25,000 patients are 
admitted annually and receive more 
than 300,000 days of care. Of this 
total, 150,000 are ward days. 

The Outpatient Department con- 
sists of ninety clinics, including all 
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field of Medicine. Two hundred sists 
thousand clinic visits are recorded resid 
annually. In addition, 80,000 pa. terns, 
tients are treated each year in the J catio 
Emergency Room. Edu 
Administration 
Governed by a board of trustees tern 
consisting of forty-five members. Cour 
Mount Sinai operates through 4 Hos} 
medical board. Composed of all Asse 
chiefs of clinical and laboratory serv- spec 
ices and representatives from the mat 
attending staff, the medical board Med 
formulates and recommends general Obs 
and professional policy to the board ogy. 
of trustees. Pat 
Dr. Martin R. Steinberg, Sinai’s icin 
director and chief administrative eral 
officer, is assisted by a staff con- R 
sisting of an associate and several car 
assistant directors. bee 
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Surg*y, Pediatrics, Obstetrics and 
Gynevology, Psychiatry, Radiology, 
and ‘lie Laboratory Departments of 
Chemistry, Microbiology, Pathology, 
and Physics, are headed by salaried, 
full-time chiefs. 

Included in the teaching faculty 
of the hospital are 240 physicians 
who are board certified in their re- 
spective specialties. Of this num- 
ber, 120 have medical school faculty 
appointments, chiefly with the Col- 
lege of Physicians and Surgeons 
of Columbia University, of which 
Mount Sinai is a major teaching 
affiliate. Approximately 500 phy- 
sicians are on the Outpatient De- 
partment staff. The house staff con- 
sists of 130 residents and assistant 
residents, 42 general rotating in- 
terns, 4 dental interns and 40 edu- 
cational fellows. 


Education program 


The hospital is approved for in- 
tern and residency training by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association and by the following 


specialty boards: Anesthesia, Der- 
matology, Gastroenterology, Internal 
Medicine, Neurology, Neurosurgery, 
Obstetrics-Gynecology, Ophthalmol- 
ogy, Orthopedics, Otolaryngology, 
Pathology, Pediatrics, Physical Med- 
icine, Psychiatry, Radiology, Gen- 
eral Surgery, and Urology. 
Residency training programs in 
cardiology and plastic surgery have 
been initiated recently and are cur- 
rently being processed for approval. 
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The hospital is also approved by the 
American Dental Association for in- 
ternship and residency training in 
dental and oral surgery. 


Education committee 


A joint committee of the medi- 
cal board and the board of trustees 
is responsible for, and directs the 
general education program at the 
hospital. The full committee and 
several sub-committees meet regu- 
larly to evaluate existing training 
programs and to formulate policy 
and make recommendations for in- 
novations and changes in order to 
maintain high levels of undergradu- 
ate, graduate, and postgraduate 
training. 

This committee receives recom- 
mendations for residency appoint- 
ments from the chiefs of service and 
processes the approval of such ap- 
pointments. 

Application for residency appoint- 
ments are made directly to the chief 
of the pertinent service. Eligibility 
requirements vary somewhat among 
the several services but in general 
the requirements include gradua- 
tion from a Grade A medical school 
and the completion of an approved, 
one year internship. (Applicants 
must be licensed in New York State 
or be eligible for a temporary li- 
cense. ) 


Teaching philosophy 


The hospital believes that a high 
level of patient care can exist only 
in the climate of an active and 
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Mount Sinai Hospital Cor: 
Residency Training Program E: 
SPECIALTY YEARS RESIDENTS CHIEF OF SERVICE part: 
Anesthesia ......... 2 7 Milton H. Adelman fere 
Cardiology ........ 2 I Charles K, Friedberg pari 
Dental th 
and Oral Surgery .. Leo Stern 
Dermatology ....... I 2 Samuel M, Peck dire 
Gastroenterology ..._ | 2 Alexander B, Gutman olog 
Hematology ....... I 2 Louis R. Wasserman ture 
Medicine .......... 3 20 Alexander B. Gutman End 
Neurology ......... 3 7 Morris B. Bender jour 
Neurosurgery ...... 3 2 Sidney W. Gross of t 
| Obstetrics mon 
and Gynecology .. 4 19 Alan F, Guttmacher lect 
Ophthalmology .... 2 2 Joseph Laval 
Orthopedics ....... 3 a Robert K. Lippmann 
Otolaryngology .... 3 3 Joseph L, Goldman 
Pathology ......... 4 8 Hans Popper 
Pediatrics ......... 2 id Horace L. Hodes 
Physical Medicine .. 3 | William Bierman 
Psychiatry ......... 2 4 M. Ralph Kaufman 
Plastic Surgery ..... 2 | Arthur J. Barsky 
Radiology ......... 3 7 Bernard S. Wolf 
4 21 Ivan D, Baronofsky 
I 3 5 Gordon D. Oppenheimer 


comprehensive program of medical Grand rounds under the direction 
education. “Devotion to education of the chief of service and includ- 
has been, perhaps more than any _ ing the attending staff are held once 
other single factor, responsible for a week. Instruction in the basic 
the traditional excellence of our sciences is integrated with this bed- 
staff and for its productivity interms side teaching program. In all in- 
of contributions to Medicine,” re- struction, emphasis is given to the 
ports Dr. Steinberg. principle of allowing each resident 
progressively more responsibility and 
Teaching method independent performance as rapidly 
Bedside teaching and personal as he develops. Each _ resident is 
instruction are emphasized. Ward gauged individually and trained ac- 
rounds with the attending staff are cording to his ability and require- 
held daily on each clinical service. ments. 
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Corierences, lectures 


Each of the major clinical de- 
partments has a weekly x-ray con- 
ference with the director of the De- 
partment of Radiology. Clinical 
pathological conferences, led by the 
director of the Department of Path- 
ology. are held weekly. Special lec- 
tures are supported by ten Lecture 
Endowment funds. Seminars and 
journal clubs are scheduled in each 
of the departments at least once a 
month. Over 1,000 conferences and 
lectures a year are held at the hos- 
pital. Members of the house staff 
find it convenient to attend the meet- 
ings at the New York Academy of 
Medicine, located two blocks from 
the hospital. 

The Jacobi Library, situated with- 


in the hospital, contains 14,000 
books and subscribes to more than 
400 medical periodicals. The house 
staff is encouraged to use the li- 
brary freely. The full time library 
staff, headed by trained medical li- 
brarians, is in attendance until 
10 p.m. daily. Members of the house 
staff are given courtesy privileges to 
use the library of the New York 
Academy of Medicine. 


Postgraduate courses 


Under the aegis of the College 
of Physicians and Surgeons of Co- 
lumbia University, the medical staff 
conducts 25 or more postgraduate 
courses at the hospital each year. 
Members of the house staff are per- 
mitted to audit most of these courses 


Indoctrination in laboratory disciplines is an important part of Mt. Sinai's program. 
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free of tuition. The American Col- 
lege of Physicians has repeatedly 
asked the hospital to arrange and 
conduct its outstanding membership 
courses in cardiology and medicine. 
Residents are invited to attend. 


Undergraduate education 


Undergraduate classes of the Col- 
lege of Physicians and Surgeons of 
Columbia University are trained in 
the hospital during their third and 
fourth year in pediatrics and ob- 
stetrics. Clinical clerkships are 
granted to undergraduates of sev- 
eral other medical schools by spe- 
cial arrangements. 


Other programs 


Mount Sinai School of Nursing 
was established in 1881, one of the 
country’s pioneer nurses’ training in- 
stitutions. There are 200 students 
enrolled in the three year program, 
with an annual graduating class of 
65-70 students. 

The nursing staff of 1100 includes 
registered and practical nurses, 
nursing aides, attendants, and ward 
helpers. 

The Social Service Department 
trains students from the New York 
School of Social Work of Columbia 
University. Comprised of 40 case 
workers and supervisors, this de- 


Residents make ward rounds with attending physician at Mount Sinai Hospital. 
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MOUNT SINAI HOSPITAL 


Conferences and Rounds 
Held weekly except as otherwise specified. 
MONDAY ‘ 
10:30 Pediatric Grand Rounds 
1:30 Medical Staff Conference (1st) 
1:45 Psychiatry Ward Conference 
2:00 Lecture on Internal Medicine 
3:30 Ophthalmology Grand Rounds (1st and 3rd) 
3:30 Ophthalmology Clinical Conference (2nd and 4th) 
5:30 Neurology Journal Club (lst and 3rd) 
7:00 Neuroanatomy Course for Neurology 
and Neurosurgery Residents (Sept.-Decembe: ) 
7:00 Neurosurgery Conference (4th) 
8:00 Hematology Journal Club (2nd) 
8:00 Hematology Mortality Conference (3rd) 
8:00 Neurology Conference (2nd) 
8:30 Orolaryngology Conference (2nd) 
8:30 Thoracic Disease Conference (lst) 
8:30 Clinical Conference (Symposia) (3rd) 
8:30 Gastroenterology Research Laboratory Seminar (4th) 


TUESDAY 


8:00 Hematology Ward Rounds 

8:30 Orthopedic Grand Rounds 

9:10 Urological Grand Rounds 

9:30 Pediatric X-ray Conference 

0:00 Dystocia Conference and Clinic 

:30 Neo-natal Mortality Conference (2nd and 4th) 

:45 Nutrition Conference 

:45 Psychiatry Ward Conference 

:00 Ophthalmology Operating Clinic 

:00 Combined Obstetrics, Gynecology, X-ray Conference 
:30 Medical X-ray Conference 


1 
1 
1 


Combined Cardiac Conference 
Surgical Mortality Conference (4th) 
Anesthesia Conference 
:00 Neurology Research Seminar (4th) 
:30 Psychiatry Conference (1st) 
:30 Medical Mortality Conference (lst and 3rd) 
:30 Urology Conference (4th) 
8:30 Peripheral Vascular Disorders Conference (4th) 
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WEDNESDAY 


9:00 Surgical Gastrointestinal Conference 
11:30 Neuropathology Conference 

12:00 Plastic Surgery Conference 

2:00 Lecture on Internal Medicine 

4:00 Gynecology and Obstetrics Rounds 
4:00 Clinical Pathological Conference 
5:00 Surgical X-ray Conference 
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7:00 Neuroanatomy and Neurophysiology Course for 
Neurology, Neurosurgery Residents (Sept.-Dec.) 

8:00 Gastroenterology Journal Club (lst) 

8:30 Physiological Chemistry Seminars (1st) 

8:30 Seminars on Nutrition and Metabolism (2nd) 

8:30 Seminars in Hematology (3rd) 

8:30 Orthopedic Clinical Conference (2nd) 

8:30 Orthopedic Seminars (4th) 

8:30 Urology Seminars and Mortality Conference (2nd) 

8:30 The Mount Sinai Hospital Research Club (4th) 


THURSDAY 

8:30 Orthopedic Grand Rounds 

9:00 Orthopedic Follow-up Conference (2nd and 4th) 

9:00 Metabolism-Nutrition Grand Rounds 

9:00 Hematology Grand Rounds 

9:30 Medical and Surgical Thoracic Conference 

10:00 Hematology Mortality Conference (3rd) 

10:00 Pediatric Conference 

11:30 Psychosomatic Conference 

11:30 Monthly Microbiology Conference (3rd) 

12:00 Psychiatry Staff Conference 

1:45 Psychiatry Ward Conference 
5 Gastrointestinal Conference Week 
Ophthalmology Grand Rounds (lst and 3rd) _ 
Ophthalmology Clinical Conference (2nd and 4th) 
Tumor and Radiotherapy Conference partr 
Cardiology Conference 
Gynecology and Obstetrics Pathology Conference 
Orthopedic X-ray Conference 
Resident Surgical Staff Lecture Re 
Anesthesia Conference tratic 
Dermatology Conference thera 
Neuroanatomy and Neurophysiology (Sept.-December) 
Ophthalmology Conference 
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FRIDAY part 
8:30 Ear, Nose and Throat Grand Rounds 
10:30 Adult Allergy Service Conference (1st and 3rd) 
11:30 Physical Medicine and Rehabilitation Conference 
12:30 Neurosurgery Grand Rounds 
1:00 X-ray Neurology—Neurosurgery Conference 
2:00 Neurology Grand Rounds gran 
2:00 Ophthalmology Operating Clinic ; 
4: 
4: 


3: 
3: 
3: 
3: 
4: 
4: 
4: 
5: 
6: 
73 
8: 


BESSSESSESS 


catio 


Medical Grand Rounds 

Obstetrics and Gynecology Grand Rounds — 
4:00 Respirator Staff 
5:00 Dental and Oral Surgery Conference (1st and 3rd) 


SATURDAY 


8:00 Hematology Ward Rounds gral 
9:00 Surgical Grand Rounds 


j 
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Weekly CPCs in the Blumenthal auditorium are heavily attended by residents. 


partment works closely with the 
house staff for the best interest of 
the patients. 

Residencies in hospital adminis- 
tration, student training in physical 
therapy, pharmacology, and dental 
hygiene; courses for x-ray tech- 
nicians and nursing aides are all 
part of the hospital’s current edu- 
cational program. 


Research and fellowships 


A comprehensive research pro- 
gram embracing 200 special projects 
is an active phase of the hospital 
program. Close to one million dol- 
lars is spent annually in support 
of research from the hospital’s Re- 
search Endowment Funds and from 
grants to Mount Sinai from the Na- 
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tional Foundation for Infantile Pa- 
ralysis, the United States Public 
Health Service, the Office of Naval 
Research, the Atomic Energy Com- 
mission, the American Cancer So- 
ciety, the American Heart Associa- 
tion, and many other philanthropic 
foundations and individuals. Re- 
search fellowships are granted each 
year to approximately 20 physicians, 
most of them at or near the end of 
their residency. 

A partial list of the work of the 
staff would include such classical 
publications as the first descriptions 
of Brill’s disease, Tay-Sachs disease, 
Libman-Sachs disease, thromboan- 
gitis obliterans (Buerger’s disease) , 
subacute bacterial endocarditis, his- 
topathology of Gaucher’s disease, the 


i 


Shwartzman Phenomenon, regional 
ileitis, and a number of others. 

Techniques originated and de- 
veloped at Mount Sinai include the 
use of endotracheal anesthesia in 
thoracic surgery (Lilienthal), the 
citrate method of blood transfusion 
(Lewisohn), intravenous urography 
(Swick), and the Rubin test for 
patency of the fallopian tubes. 

The house staff is invited to re- 
search seminars and an active in- 
terest in research is encouraged. 

A ten story laboratory building 
recently completed houses the most 
modern of facilities both for re- 


For residents only, 
Residents’ Supper is 
held nightly at 9 
P.M. in the hospital 
dining hall, An im- 
portant meeting 
ground for the house 
staff, these exclusive 
meal sessions pro- 
vide climate for shop 
talk among residents. 


search as well as routine work. Ex- 
perimental laboratories, including 
several floors for animal work, are 
located here. Dozens of additional 
laboratories are situated close to the 
wards and are convenient and avail- 
able to the house staff. 


Resident responsibility 


The resident is responsible for his 
service, both administratively and 
professionally, assisted and guided 
by the chief of service and the at- 
tending staff. 

The initial history and physical 
examination performed by the in- 
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tern is reviewed and supplemented 
Ly the assistant resident and resident 
who, in turn, examine each patient; 


as a team they determine the diag- © 


nostic program and the course of 
therapy for the patient. 

The resident staff has an import- 
ant role in the teaching program 
for interns as well as the medical 
students and student nurses as- 
signed to the ward. 

The senior resident serves as a 
consultant to other ward services. 
Administratively, the senior resident 
arranges work schedules and vaca- 
tion periods, helps in the prepara- 
tion of service conferences, and in 
general coordinates the activities of 
the service. 

Attendance at the Outpatient 


The hospital's Jacobi medical 


Clinic is a part of the training pro- 
gram for most services. Residents 
regularly attend the follow-up 
clinics to examine their ward pat- 
ients after the hospital course. 


Clinical material 


Mount Sinai serves patients 
chiefly from the New York City 
area and the neighboring commu- 
nities of Long Island, Westchester, 
New Jersey and Connecticut. All 
races, creeds and economic strata 
are represented, providing a diverse 
group of individuals in which is 
found a broad spectrum of illness 
covering practically all disease en- 
tities. 

Cases of special interest such as 
lupus erythematosis, ulcerative col- 


library affords residents excellent study facilities. 
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itis, ileitis, lower nephron nephro- 
sis, sarcoidosis and myasthenia 
gravis are regularly referred from 
all parts of the nation and from 
many other countries for care at 
Mount Sinai Hospital. 

Approximately 20,000 surgical 
procedures are performed annually, 
the greater proportion of which is 
in the category of major surgery. 
More than 5,000 babies are delivered 
annually. The average daily census 
in the hospital is 825. Approximate- 
ly half the patients are ward (serv- 
ice) cases. 

Some 450 to 500 autopsies are per- 
formed annually with an autopsy 
rate of 55%-60%. 


Construction in process 


A modern Radio Therapy Depart- 
ment housing a 20-million volt Beta- 
tron, a cobalt bomb, and other radi- 
ation equipment is in process of con- 
struction to replace the present 
department. 

The erection of a Psychiatric In- 
stitute of 100 beds to replace the 
current 21 bed psychiatry unit has 
been approved by the board of 
trustees and is now in the active 
planning stage. To accommodate the 
increasing number of patient visits 
to the emergency and reception area, 
these units are being expanded and 
modernized. 


Stipends and prerequisites 


The stipend for residents and as- 
sistant residents is $75 a month and 
for interns $40 a month. There is 
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an additional allowance of $62 a 
month for food which may be pur- 
chased at cost in a well equipped, 
air conditioned cafeteria. A com- 
plete buffet supper is served without 
charge to members of the house 
staff at 9 p.m. daily. 

Living quarters are provided 
without charge in attractively fur. 
nished one- or two-bed rooms. Rooms 
are available for female residents 
and also for married residents if 
both are members of the house staff. 

Married residents may find apart- 
ments in the neighborhood for their 
families at reasonable rentals. While 
there is no formal housing bureau at 
the hospital, residents seeking 
apartments are listed by the direc- 
tor’s office and are often placed in 
one of the several apartment houses 
owned by or adjacent to Mount 
Sinai. The hospital has purchased 
two-thirds of an adjacent city block 
and plans to construct an apart- 
ment house for married members 
of the house staff. 

There are many employment op- 
portunities for the wives of members 
of the house staff in nursing, social 
services, the laboratory services, 
and as medical secretaries, recep- 
tionists, dietitians, etc. 

Uniforms and personal laundry 
service are provided. 

Members of the house staff are 
given Blue Cross insurance by the 
hospital. The hospital also pur- 
chases for the house staff malprac- 
tice and workmen’s compensation 
insurance. 
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Long term loans without interest 
are available to residents upon ap- 
plication to the hospital director. 


Vacation allowance is determined - 


by each service, but as a general 
rule assistant residents are granted 
up to three weeks of paid vacation 
per year and senior residents up to 
four weeks. Interns receive two 
weeks of paid vacation during the 
year. 


Recreation 


The main house staff quarters con- 
tain two recreation rooms, one for 
billiards and ping pong, the other 
used as a television, reading and 
game room. 

Members of the house staff are 
given courtesy membership in the 
YM and YWHA located just a few 
city blocks from the hospital. All 
membership privieges are available 
at the “Y” including the use of a 
modern gymnasium and swimming 
pool. 

A box at the New York Philhar- 


monic concerts and courtesy tickets 
for the Lewisohn Stadium concerts 
are furnished to the house staff. 

The “Oaks” estate, operated by 
the Nurses’ Alumni and located on 
Long Island Sound at New Rochelle, 
N. Y., welcomes members of the 
house staff. Facilities are available 
for tennis, baseball, ping pong, bi- 
cycling, picnicking, and swimming 
in season. 

A traditional annual event at the 
hospital is the New Year’s Eve 
House Staff Show, followed by a 
buffet supper and dance. 


House staff council 


In addition to the general house 
staff organization which annually 
elects its own officers there is a 
House Staff Council. The Council, 
consisting of senior residents of each 
service, holds a dinner meeting each 
month. Members of administration 
and medical staff regularly join the 
Council for discussions of the vari- 
ous phases of the hospital’s program. 


in life is more wonderful than faith—the 
one great moving force which we can neither 
weigh in the balance nor test in the crucible. 

Sir OsLer 
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Clinico-Pathological 


Conference 


Prepared by Hans Popper, M.D., 
Director, Department of Pathology, 
Mount Sinai Hospital. Discussors: 
Coleman B. Rabin, M.D., Attending 
Physician for Thoracic Diseases, 
Associate Attending Radiologist, 
and Gabriel Genkins, M.D., Senior 
Resident in Internal Medicine. Feb- 
ruary 13, 1957. 


Dr. RABIN: 

The patient was a young Negro 
woman who became ill six weeks 
before admission with evidence of 
progressive congestive heart failure. 
At the onset of her illness she 
noticed some shortness of breath on 
exertion and rapidly developed two 
pillow orthopnea. Three weeks be- 
fore admission there occurred a 
brief.syncopal episode followed by 
discomfort, and later by weakness 
and faintness. 

There were further complaints of 
frontal headache, nausea, vomiting, 
and some paresthesia in the legs. 
A tumor of the uterus had been re- 
moved a year previously. The pa- 
tient’s mother died of hypertension 


and her father, and one _ brother 
suffered heart disease. 


Physical examination 

On physical examination the pa- 
tient did not appear ill, but her pulse 
rate was rather rapid. It varied 
from 92 to 120 a minute. There 
was a moderate anisocoria with a 
sluggish reaction to light bilaterally. 
There were small, discrete periph- 
eral lymph nodes palpable in vari- 
ous regions. 

The most important part of the 
physical examination related to the 
cardiac evaluation. The apex beat 
was palpable. There were visible pul- 
sations at the apex and also at the 
left third interspace. A_ systolic 
and diastolic thrill was present in 
the second and third left intercostal 
space. There was widening of the 
cardiac. dullness to percussion. 
Loud systolic and diastolic mur- 
murs were heard along the left 
sternal border from. the second 
through the fourth interspaces, and 
a rough systolic murmur and a soft 
diastolic murmur were heard at the 
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apex. A soft systolic murmur was 
eudible at the pulmonic area, and 
this was followed by a booming sec- 
ond sound. 

The liver edge was palpable one 
to two fingers below the right costal 
margin. There was pretibial edema 
and clubbing of the fingers. 

Urinalysis revealed a_ specific 
gravity of 1.008, and one plus al- 
bumin. The sedimentation rate was 
13 millimeters in one hour. The 
hematocrit was elevated to 52%; the 
blood count was otherwise normal. 
Two blood cultures were negative. 
Her temperature was normal during 
the hospital course. 

The electrocardiogram showed a 
regular sinus tachycardia and right 
ventricular preponderance, together 
with non-specific T wave changes 
in the standard and precordial leads. 

The P-R interval was increased 
and there was an S wave in lead 
one. Q waves were present in AVR, 
V, and V,. There were prominent 
P waves in V, and V,. 

The venous pressure was mark- 
edly elevated to levels of 200 to 300 
millimeters of water. Circulation 
time was 28 seconds and the ether 
time, arm to lung, was 10 seconds. 

On fluoroscopic examination the 
apex of the heart appeared displaced 
to the left, and there was enlarge- 
ment of the left ventricular outflow 
tract. In the left anterior oblique 
position, the left ventricle failed to 
clear the spine at more than 60 de- 
grees rotation suggesting that this 
ventricle was enlarged. The aortic 
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window was not well seen. There 
was marked prominence of the main 


_ pulmonary artery trunk. 


The barium filled esophagus was 
not displaced, and there was a dim- 
unition in the size of the retrosternal 
space. 

In the hospital the patient was 
treated with a low salt diet and digi- 
talis. There was given mercuhydrin, 
aminophyllin and phenobarbital. 
The apical rate increased to 140 a 
minute. Two days after admission, 
without any change in status, the 
patient died suddenly after a total 
illness of six weeks. 


The chest x-ray film revealed an 
increase in the transverse diameter 
of the heart. The left ventricular 
outflow tract was enlarged, as was 
described. The right side of the 
heart had an unusual convexity and 
was considerably enlarged to the 
right. The pulmonary fields looked 
quite clear, particularly at the 
periphery, which indicates that the 
small vessels of the lung are nar- 
rower than they should be in the 
presence of heart failure. The ves- 
sels of the right root could barely 
be visualized through the cardiac 
shadow. The branches of the left 
pulmonary artery near the root were 
somewhat widened. However, the 
vessels in the more distal part of the 
lung were diminished in caliber. 

The patient had three sets of 
murmurs. One was along the left 
side of the sternum in the region of 
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the second, third and fourth spaces, 
systolic and diastolic in timing and 
associated with a_ systolic and 
diastolic thrill. There was also a 
systolic and diastolic murmur of 
lesser intensity and roughness in the 
region of the apex heart, and a 
systolic murmur in the pulmonary 
area with a markedly accentuated 
booming second sound. In this re- 
gion there was felt and could be seen 
a systolic shock similar to the apex 
thrust. 

The x-ray film shows quite definite 
enlargement of the right ventricle 
and prominence in the region of the 
pulmonary artery. The left ven- 
tricle appears enlarged, not only in 
the postero-anterior view, but also in 
the left oblique. 

The general circulation time was 
increased as was the arm to lung 
time, and the venous pressure 
showed a very marked elevation. 
The entire course of this disease, 
as related to the patient’s symp- 
toms, was extremely rapid. 


Cardiac origin 


Now with the summary of the case 
as a background, what have we to 
consider? It is apparent that we 
are dealing with a disease that is 
primarily of cardiac origin; we are 
not dealing with an enlargement of 
the pulmonary artery, secondary to 
pulmonary disease, or disease in the 
pulmonary blood vessels alone. The 
systolic and diastolic thrill felt along 
the sternum, the different sets of 
murmurs, cannot be explained on 
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the basis of an active pulmonic in- 
sufficiency which might result from 
hypertension in the pulmonary ar- 
tery because of disturbance in the 
lungs or disturbance in the vessels 
of the lungs. We must consider 
something else. 

What are the congenital diseases 
of the heart that might produce this 
picture? We had so many different 
murmurs here. We do not have a 
simple murmur in the pulmonic 
area. The thrill was not felt in that 
location as such. It was below this 
region and close to the sternum. 
So this would not fit in with patent 
ductus as a possible diagnosis. The 
pulmonary vessels through the lungs 
are not dilated. 

We come then to the possibility 
of pulmonic stenosis with post 
stenotic dilatation associated per- 
haps with an abnormal communica- 
tion between both sides of the heart, 
such as an auricular septal defect 
or a defect in the membranous sep- 
tum. This I think is somewhat hard- 
er to exclude on the data that we 
have here. However, the peculiar 
murmurs point to some other condi- 
tion, namely the Eisenmenger com- 
plex. 


Septum defect 


This entity consists of a defect in 
the membranous septum, between 
the ventricles, and is associated 
with a shunt from the left to the 
right resulting in an increase in 
the pressure in the pulmonary artery. 
Whether this produces a secondary 
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increase in the width of the media 
of the pulmonary artery, and thus 
an increase in thickness of the ves- 
sels to produce elevation in the pres- 
sure on the right side of the heart, 
or whether there is a narrowing of 
these pulmonary vessels as a result 
of changes associated with the 
anomaly itself, one doesn’t know. 
But the Eisenmenger complex, in 
addition to the defect in the septum 
itself, is associated with increased 
resistance to blood flow in the lungs. 
In some cases this increase of 
blood flow may be associated with 
visible changes in the pulmonary 
field, that is, widening of the vessels. 
However, often there is clarity of 
the peripheral two-thirds of the pul- 
monary fields. In this respect the 
change in the roentgen film of the 
luags in this case would be com- 
patible. Patients can go on for years 
with the Eisenmenger complex and 
develop cyanosis only later upon 
reversal of the shunt. One doesn’t 
know whether this patient was cya- 
notic or not since she was not in the 
hospital long enough for arterial 
oxygen studies to be made. 
Murmurs may be heard, and then, 
rather suddenly when the right heart 
fails to push the blood through the 
lungs, the murmur of intraventricu- 
lar septal defect is heard in the 
place described here. A booming 
second sound is due to the increased 
pressure in the pulmonic area. The 
systolic and diastolic murmurs at the 
apex would be transmitted. 
So I think, after analyzing this, 
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we are dealing with congenital di- 
sease of the heart; and of the vari- 


_ous types of defects, I would select 


Eisenmenger’s complex because of 
the characteristic murmur of a ven- 
tricular septal defect and the evi- 
dences of difficulty of blood flow 
through the lungs. 

It would be interesting to hear 
from someone on the cardiac cathe- 
terization service. Dr. Genkins? 
Dr. GeNnkINs: This young woman 
had no previous history or symp- 
toms of cardiac disability. A gyne- 
cological procedure was done in 
1953 and I don’t know whether a 
significant congenital cardiac lesion 
had been noticed; at least we have 
no mention of this. On the other 
hand, we do have a fairly marked 
and far advanced right ventricular 
hypertrophy as well as clubbing of 
the digits which indicate the long 
existence of this lesion. : 

An Eisenmenger complex cannot 
be ruled out. But there has been 
no symptomatology, and apparently 
this patient deteriorated very rapid- 
ly. 

I can’t differentiate between this 
and primary pulmonary hyperten- 
sion in this patient. In this condi- 
tion murmurs as described here have 
been noted, and syncopal episodes 
form a significant part of this 
symptomatology. The left ventricu- 
lar enlargement would be unusual. 
I don’t have enough facts in terms 
of the history to determine whether 
there was any symptomatology be- 
fore this acute episode, or whether 
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one must predicate something in ad- 
dition which occurred very dra- 
matically and suddenly such as rup- 
tured valve, an infarction or other 
cardiac injuries which would lead 
to an acute, rapid deterioration. 
Dr. Rapin: Dr. Genkins is not sat- 
isfied with the diagnosis of congeni- 
tal heart disease because of the fact 
that the patient underwent an opera- 
tion for a condition that apparently 
was not of an urgent nature. He is 
not clear as to why she died so sud- 
denly and suggests we look for some 
other cause, possibly primary pul- 
monary hypertension. 


Pathology 


Dr. Popper: The case today pre- 
sents a rather unusual pathologic 
picture. The basic feature, as Dr. 
Rabin has stressed, is the involve- 
ment of the right as well as the left 
heart. An autopsy of this rather 
obese woman, the spleen, weighing 
about 125 gm, was on the large side 
for a colored woman. Microscopic- 
ally, congestion was the prominent 
feature. However, there was also a 
proliferation of the reticulo-endo- 
thelial cells indicating a reactive 
hyperplasia, non-specific in nature, 
apparently the result of an irrita- 
tion. 

The lymph nodes were of normal 
size, not enlarged, and on micro- 
scopic examination, only some 
hyperplasia of the littoral cells was 
noted. The bone marrow, by con- 
trast, revealed an increase of vessels 
which were surrounded by histio- 


cytic as well as plasmacellular ele- 
ments. In addition, the eosinophiles 
were increased; a non-specific irri- 
tation of the bone marrow must 
therefore be assumed, in keeping 
with the splenic changes. The cor- 
tex of the kidneys was pale and the 
medullary portion hyperemic, as is 
the case in passive congestion. 

The liver was enlarged, weighing 
1650 gm. Its anterior edges were 
blunted and on the cut surface the 
architecture appeared exaggerated 
in places and in others reversed be- 
cause of bridges connecting the 
hyperemic centro-lobular zones from 
which the liver cells had almost 
completely disappeared. In addition 
to these features of severe subacute 
congestion, focal necrosis pointed to 
“toxic” or irritative features. 


Myocardium 


The heart was distinctly enlarged 
and weighed 425 gm. The apex was 
formed by the right ventricle which. 
as predicted, was severely hyper- 
trophic but also dilated. The same 
held true for the right atrium. The 
left chamber exhibited dilatation 
and the left atrium was small. 

Looking at the valves and the sep- 
tum, I have to prepare you for a 
disappointment: There was no septal 
defect. 

The mitral valve was irregularly 
thickened because of edema; histo- 
logically, histiocytic cells accumu- 
lated around thin vessels suggesting 
a non-specific reaction. The aortic 
valve as well as those in the right 
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heart were entirely normal. The 
ptimonary artery exhibited consid- 
erable arteriosclerosis. 

The significant dilatation of both 
chambers aroused our interest in the 
myocardium where we found inflam- 
matory cells, mainly of the mono- 
nuclear type, in the interstitial tissue. 
Occasionally ‘they replaced necrotic 
muscle fibers and this was associated 
with focal hypertrophy of myocar- 
dial fibers. In places, formidable 
granulomas were seen. 

We are therefore dealing with a 
diffuse non-specific myocarditis of 
unknown etiology, apparently not on 
a simple anoxic basis in view of the 
small numbers of segmented leuko- 
cytes. Also below the mural endo- 
cardium, inflammatory cells accum- 
ulated in small foci. 

Reviewing the configuration of the 
heart, the assumption of a cor pul- 
monale appears justified, which is 
somehow distorted by the myocar- 
ditis. 

This diagnosis which correlates 
with the clinical observation directs 
our interest toward the lung. 


Pulmonary inspection 


The gross picture of the lungs, 
however, was again disappointing. 
They were fluffy and air-containing 
throughout. The pleura was normal. 


Microscopically some hyperemia, 
hemorrhage and edema was noted, 
again non-specific, and in part a 
terminal manifestation. Only at 
closer inspection were a few arteries 
shown to be distinctly thickened. 
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The media of some of the smaller 
branches of the pulmonary artery 
was greatly broadened and mitoses 
‘of the muscle cells were recognized. 
This is probably a response to pul- 
monary hypertension rather than a 
primary pulmonary sclerosis. 

Other vessels, especially larger 
ones, were entirely normal, whereas 
some scattered small arteries ap- 
peared entirely obstructed by a vas- 
cular tissue which on first view ap- 
peared granulomatous in nature. 
Sometimes a small arterial lumen 
was eccentrically located. This 
aroused the suspicion of a foreign 
body reaction as one may see it 
around schistosoma ova in Egyptian 
and less frequently in Puerto Rican 
schistosomiasis Mansoni. However, 
no eggs were noted and the “gran- 
ulomas” consisted of cells with 
vacuolized, fat-containing cytoplasm 
arranged around tortuous capillar- 
ies and contained foci of fibrinoid 
degeneration. These bodies, there- 
fore, rather resembled a glomus and 
seemed to obstruct small arteries. 
Serial section indicated that they 
were mainly located where small 
arteries forked off from larger ves- 
sels which were not involved them- 
selves. Beyond this area of ob- 
struction the vessel was extremely 
dilated and was therefore considered 
as a vein. 


Vascular obstruction 


Similar pictures have previously 
been described in children or adults 
who had died with severe pulmon- 
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ary hypertension, ostensibly pro- 
duced by these vascular obstructions. 
It had been believed that the 
glomus-like bodies _ represented 
changes in normally existing arterio- 
venous anastomoses in the lung. 

Chiari and Kucsko had assumed 
that such anastomes are required for 
normal pulmonary hemodynamics 
and concluded that their obstruction 
produced pulmonary hypertension. 

Recently, Rutishauser has dem- 
onstrated in three-dimensional re- 
constructions that the wide “post- 
stenotic” portion of the vessel is a 
small pulmonary artery, dilated ap- 
parently because of anastomoses 
with neighboring branches of the 
bronchial artery. 

It appears therefore that the lesion 
is not located at an arterio-venous 
anastomosis but rather represents 
an obstruction in the arterial tree at 
the bifurcation of a larger vessel. 

However, serial sections show that 
the wide capillaries in these foci 
communicate with pulmonary veins 
and the lesion therefore represents 
not an obstruction of a normally ex- 
isting anastomosis but rather facili- 
tates an abnormal arterio-venous 
shunt, which was anatomically re- 
flected in our case in a fairly severe 
sclerosis of the pulmonary vein 
branches. 

The nature of these obstructions 
for which the name of pulmonary 
obliterating endofibrosis has been 
coined and which seems to be reg- 
ularly associated with the clinical 
picture of speedily developing pul- 


monary hypertension (as in our 
case), remains obscure. 

In some of the few cases reported 
in the literature, other causes for pul- 
monary hypertension existed, such 
as septal defects; however, in our 
patient just like in others in the lit. 
erature, no such features were found, 
and the pulmonary endofibrosis is 
apparently the cause and not the re. 
sult of the hypertension. In the 
glomus-like bodies, anthracotic pig. 
ments and fat were demonstrated 
which possibly may mark or tag an 
irritating material which is histo. 
logically not visible. This material 
may have been transported together 
with the pigment which latter could 
be traced from the alveoli through 
the pulmonary capillaries to the 
peribronchial area and from here to 
the bifurcation of the pulmonary 
arteries. This hypothetical irritating 
material would possibly explain the 
non-specific changes observed in my- 
ocardium, liver, spleen, bone mar- 
row and lymph nodes. 

This case thus represents a 
monary arteriosclerosis with fairly 
acute pulmonary hypertension. Pul- 
monary arteriosclerosis may be sec: 
ondary to pulmonary hypertension 
(as caused by mitral stenosis or 
septal defect) or ‘be a reflection of 
general arteriosclerosis. It may be 
also caused by organization of em- 
boli, interstitial pneumonitis, con- 
genital defects of pulmonary ves 
sels, intravascular neurofibromatosis 
or toxic, infectious or allergic fac- 
tors. The latter might possibly be 
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nssumed in our case to produce a 
gmental arterial lesion. 
Attempting a clinical-pathological 

orrelation, the segmental pulmon- 
ury sclerosis produced cor pulmonale 
hich six weeks before death led to 
he manifestation of cardiac failure 
reflected in exertional dyspnoe 
ough, fainting spells, high venous 
and pulse pressure, hepatomegaly 
and albuminuria. The complicating 
myocarditis caused the murmurs and 
he diffuse cardiac dilation and re- 
sulted in death. 


nreliability of murmurs 


Dr. Rapin: Dr. Popper has de- 
scribed the pathology of the pul- 
monary vessels responsible for the 
pulmonary hypertension in this case. 
I find cases where we are wrong 
most interesting and constructive. 
Dr. Genkins felt that our analysis 
was a little off side. He felt that we 
might very well be dealing here with 
a case of primary pulmonary hyper- 
tension by which he means a disease 
with obstruction primarily in the 
blood vessels of the lung without 
any other disease. We were led 


astray here because of the presence 
of what seems to be characteristic 
murmurs, and the presence of a 
thrill felt over the precordium which 
one should not usually hear or feel 
in case of primary pulmonary hy- 


pertension. I think this case illus- 
trates for us the unreliability of mur- 
murs in the diagnosis of certain 
forms of cardiac disease and par- 
ticularly in congenital lesions. Here 
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one has to rely upon other factors 
and examinations, particularly car- 
diac catheterization and angiocardi- 
ography. The possibility of intra- 
ventricular septal defect could thus 
be excluded. With such informa- 
tion one could disregard the mur- 
murs, which I did not choose to dis- 
regard in illuminating these possi- 
bilities. 

There remain, however, several 
things to be explained. One, of 
course, is the nature of the disease. 
As for the possibility of some sort 
of allergic background in this case, 
I would say first that the rash de- 
scribed is an acne form rash. This 
is not evidence of allergy. The only 
clue We have is that in some of the 
tissues, on some of the sections 
eosinophilia was noted. This of 
course is totally insufficient to 
justify a jump into the miasma of 
allergy to explain a disease whose 
nature we do not know. 

One should consider a relation- 
ship between the inflammatory le- 
sions found in the spleen, bone mar- 
row, kidneys and heart muscle to 
the lesions causing obstruction in 
the arterial branches. One should 
study other cases of anastomositis of 
the lungs to determine whether there 
were similar widespread inflamma- 
tory changes. Now if these should 
be found, one could conclude that 
they are an integral part of the dis- 
ease. One could then decide that 
this is a generalized disease and 
that the lesions in the pulmonary 
arteries are but one aspect. 


4 
4 
‘ 
ay be 
f em- 
con- 
ves- 
atosis 
> fac- 
ly be 
77 
sician 


The enlargement of both ventri- 
cles proved a stumbling block in the 
diagnosis. One would not expect 
enlargement of both chambers of 
the heart in a disease characterized 
only by obstruction of the pulmo- 
nary arteries. 


The diffuse myocarditis which 
caused the generalized dilatation of 
the heart, not only made the diag. 
nosis difficult, but also was undoubt. 
edly responsible for the rapidly 
progressing heart failure, and _ the 
sudden death of the patient. 


Of Low Spirits 


All who have weak nerves are subject to low spirits in 
a greater or less degree. Generous diet, the cold bath, 
exercise, and amusements, are the most likely means to 
remove this complaint. It is greatly increased by solitude 
and indulging gloomy ideas, but may often be relieved by 
cheerful company and sprightly amusements. 

When the low spirits are owing to a weak and relaxed 
state of the stomach and bowels, an infusion of the Peru- 
vian bark with cinnamon or nutmeg will be proper. Steel 
joined with aromatics may likewise in this case be used 
with advantage; but riding and a proper diet, are most 
to be depended on. 

When they arise from a foulness of the stomach and 
intestines, or obstruction in the hypochondriac viscera, 
aloetic purges will be proper. I have sometimes known the 
Harrogate sulphur-water of service in this case. 

When low spirits have been brought on by long-continued 
grief, anxiety, or other distress of mind, agreeable com- 
pany, variety of amusements, and change of place, especi- 
ally travelling into foreign countries, will afford the most 
certain relief. 

Persons afflicted with low spirits should avoid all kinds 
of excess, especially of venery and strong liquors. The 
moderate use of wine and other strong liquors is by no 
means hurtful; but when taken to excess they weaken the 
stomach, vitiate the humours, and depress the spirits. This 
caution is more than necessary, as the unfortunate and 
melancholy often fly to strong liquors for relief, by which 
means they never fail to precipitate their own destruction. 

WILLIAM BUCHAN, M.D., Domestic Medicine ...a 
Treatise on the Prevention and Cure of Diseases— 


(1811)—S.A. Oddy, United Kingdom. 
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A Program of Residency Training 


A RESIDENCY training program must of necessity be func- 
tionally related to the type of hospital in which it is carried 
on. Mount Sinai Hospital in New York City, as a volun- 
tary general hospital of some 1,000 beds, has a relatively 
high proportion of ward service beds; approximately 50 
percent are private and semi-private, and the other 50 per- 
cent are ward beds. This factor permits of a residency 
training program in many of the specialties which can be 
oriented both in terms of the ward patient and the private 
patient. 

The attending staff consists primarily of individuals who 
are in the private practice of medicine. There are 23 ser- 
vices headed up by specialists in each particular field. The 
heads of the Departments of Medicine, Surgery, Obstetrics 
and Gynecology, Pediatrics, and Psychiatry are full time. 
All the other heads are in the private practice of medicine. 
This pattern provides a spectrum of clinical experience which 
is of great value in the over-all service and training pro- 
gram of the hospital. 

*There is a Joint Committee on Medical Education made 
up of members of the Board of Trustees and members of 
the professional staff. A subcommittee, the Committee on 
Medical Education of the Medical Board, has the primary 
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of 


responsibility for formulating educa- 
tional policy for the hospital. The 
over-all training program for the in- 
tern staff is directly under its juris- 
diction. The residency training pro- 
grams are the responsibility of the 
heads of services working within the 
broad policies formulated by this 


committee. 

This arrangement guards the spe- 
M RALPH KAUFMAR, cificity of the training program in 
ji each of the specialties and subspecial- 

Director, 
Department of ties and provides also the advantages 
of the coordination and integration of 
the individual residency training pro- 
New York City gram. The resident in medicine is 


not only given a comprehensive train- 
ing on the medical wards but also, because of the coordinat- 
ing function of the committee, arrangements are made for 
assignment during periods to the hematology service, the 
neurology service, and to other services which provide a nec- 
essary supplement. The assignment to private and semi- 
private patients within his specialty permits an experience 
for the resident in relation to the private practice of medi- 
cine. The individual attending physician with whom the resi- 
dent works imparts his experience not only at the diagnostic 
and therapeutic level, but also in relation to the art of the 
practice of medicine. 

The intent of the program is primarily to train well 
rounded physicians and not merely proficient technicians. 
There is a flexibility in the educational program, the center 
core of which is a clinical one. Ward walks, grand rounds, 
conferences, seminars, CPCs, lectures, and (on some of the 
services) preceptorships are utilized. Since Mount Sinai 
Hospital is a teaching hospital at the graduate level, the 
members of the resident staff also have an opportunity to 
function as teachers. 

Although each service is autonomous in the sense that it 
has the primary responsibility for its patients, there is «a 
close working relationship between all the services. Con- 
sultation and advice is freely requested and given at all 
levels. 
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It is our belief that a high level of patient care is only 
possible within a teaching and research atmosphere, and the 
over-all program of the Mount Sinai patterned on that policy. 
A great deal of research activity in clinical and basic sci- 
ences is carried on within the hospital. The resident staff is 
thus familiar with a wide range of projects and is given the 
opportunity of participation. 

Every attempt is made to create and sustain a professional 
atmosphere in which the young physician can complement 
his medical school experience, develop the necessary tech- 
niques for the practice of his profession, and establish a 
solid basis in the science and art of the practice of medicine. 


Allergy Fellowships 


The American Foundation for Allergic Diseases is accepting 
applications for three post-doctoral fellowships in research and 
clinical allergy at Johns Hopkins University, Pennsylvania Univer- 
sity and Washington University at St. Louis. The fellowships, made 
possible through a grant from John D. Rockefeller, Jr., carry 
stipends of $4500 for the first year; $4750 for the second year; 
and laboratory and travel expenses for the two-year period amount- 
ing to $750. 

The research part of the training at Johns Hopkins will be under 
Dr. Frederick G. Germuth, Jr., Associate Professor of Pathology, 
and the clinical training under Drs. Leighton Cuff and Walter L. 
Winkenserder; research at Pennsylvania University will be di- 
rected by Dr. Colin M. MacLeod, Professor of Research Medicine, 
and clinical training by Dr. E. A. Hildreth; the research at 
Washington University is under Dr. Herman N. Eisen, Professor 
of Medicine (Dermatology), the clinical training under Dr. Stanley 
F. Hampton. 

Applications are available from the directors of the research 
part of the training at the three medical schools. Deadline for 
filing application is May 10, 1957. 
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key is teamwork. 


B y the time the ranks of the resi- 
dential hierarchy are reached, the 
decision as to what fragment of 
medical knowledge one wishes to ap- 
ply for the benefit of patients, 
usually has been made. In most in- 
stances it is known by then whether 
the career is to lie in the practice 
of general medicine or surgery, in 
a clinical specialty, in research and 
teaching, or in something else. I 
will not attempt in this short article 
even to enumerate the variety of op- 
portunities which open in these sev- 
eral categories. Rather I will intro- 
duce certain considerations not of 
what you will practice, but of how. 

I am sure that at your present 
state of professional advancement 
you have formed fairly accurate con- 
cepts of the general principles and 
technology of scientific medicine and 


What Kind of Practice? 


Asking a question and suggesting answers, the 
author indicates that solo practice is on the way 
out. So is the traditional fee for service concept. 
The trend is toward prepaid, comprehensive medical 
care, preventive medicine guided by a well-trained 
GP. There are many pitfalls in the transition. The 
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surgery. You have become keen or 
diagnosis and treatment. You also. 
no doubt, have become familia 
through the pronouncements of spe: 
cialty boards, with the profession’s 
blueprints, at least for practice in 
these restricted areas. But what | 
want to get at now is the broader 
social relations, responsibilities and 
obligations of the professional per- 
son in medicine in the type of so- 
ciety in which we find ourselves. 


For the patient 
In the first place it is necessary 
to remember that medicine is 4 
professional calling, existing for the 
purpose of supplying certain serv- 
ices to the people—all the people. 
If it does not do this it has no 
reason to exist. 
Medicine is for the patient, not 
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for the doctor. Never 
forget that in medi- 
ine you have the 
luty to meet a need 
not to sell a prod- 
uct. 

Briefly stated, the 
bjectives of medi- 


The doctor can't 
cling to ancient prej- 
udices while trying to 
meet new challenges 
without running the 
risk of ultimate frus- 


total function of 
medicine is very com- 
plex. Serving it ade- 
quately requires both 
organization and di- 
vision of labor. It is 
because division of 
labor is unavoidable 


cine are to promote tration. 


that organization is 


health, to prevent 
disease, to treat sick 
persons, and to rehabilitate the han- 
dicapped. All these are ingredients 
of the practice of medicine. Medicine 
also has the objectives of replenish- 
ing its personnel education and of 
advancing its knowledge and _in- 
creasing its potentiality for service 
through research on all of its fronts. 
And finally, it has the duty of in- 
forming the public on these matters. 

Thus stated, it is obvious that the 


About 
The 
Author 


necessary — organi- 
zation to secure unity 
of responsibility. People are entitled 
to round-the-clock, round-the-year, 
comprehensive medical coverage. 
But no individual doctor can supply 
this and still hope to lead the kind 
of life conducive to keeping him fit 
enough in mind and body to render 
such service. Teamwork of some sort 
is essential. And when teamwork is 
engaged in, it must be so well or- 
ganized that no lapses in responsi- 


Boston born, bred and educated, Dr. Means 
has had nearly 45 years of active participation 
in medicine after Harvard (’07) followed by 
Harvard Med and an internship at Massachusetts 
General Hospital. Appointed research fellow, the 
author remained at Harvard and Mass General. 


In 1923 he was made Jackson Professor of Clinical Medicine and 
Chief of Medical Services, Mass General. Throughout his long 
professional life. Dr. Means has studied thyroid problems and 
has also taken a strong interest in medical education. He is a 
past-president of the American College of Physicians, the Asso- 
ciation of American Physicians, the Harvard Medical Alumni 
Association and the American Goiter Association. Dr. Means 
is the author of a number of scientific papers, a textbook “The 
Thyroid and Its Diseases,” (Lippincott), also “Doctors, People 
and Government,” (Little, Brown & Co., 1953). 

One of medicine’s best known elder statesman, Dr. Means 
continues active as director of the medical department at Massa- 


chusetts Institute of Technology. 
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Every one of you 
must think through. 
long and thoroughly, 
just what responsible 
role in the vast com- 
plex of medicine you 
feel both inclined 


The GP should be the 
“integrating doctor,” 
tying all the contri- 
butions of specialists 
into one package for 
the good of the pa- 


I hold, however, 
that this method is 
no longer in the best 
interest of patients 
except perhaps, the 
very wealthy. 

Prepaid compre. 


and qualified to un- 


ient. 
dertake. The one, in -_ 


hensive medical care 
is what more and 


other words, which 
will give the greatest 
satisfaction both to you and to your 
patients. 

The way of life of the doctor is 
changing, along with that of every- 
one else in our society. If he clings 
to ancient privileges while trying to 
met new challenges, he runs the 
risk of ultimate frustration. The 
good life for the physician, or for 
any professional person for that mat- 
ter, lies in the consciousness of 
having served one’s function well. 
For one, that function may be exer- 
cised in the research laboratory; for 
another, in teaching students. But 
for most it will be in the care of 
patients. 

To those who go into medicine 
solely to gain social status, prestige. 
or material profit, such deep pro- 
fessional satisfactions are out of 
reach. Only those who truly love 
medicine can experience them. 

The manner in which doctors are 
paid for their services is intimately 
related to their way of life. Gen- 
erally, in the United States, prac- 
titioners are still paid by fee for 
service, the fee being determined 
by the doctor. 


more people are cray- 
ing today. And this 
is best provided by practice groups 
of some sort with doctors paid by 
salary out of the pooled subscrip- 
tions received by the group. Benefit: 
are paid to patients in service, not 
cash. The latter is Very important. 

Health Insurance Plan of Greater 
New York is the outstanding exam- 
ple of this type of development. 

Its success is indicated by _ its 
steady growth in number of sub. 
scribers. Recently, Medical Eco- 
nomics asked 400 “distinguished” 
doctors, and some lay people with 
knowledge of the field, to guess what 
medical practice might be like in 
1966. The consensus appeared to be 
that whereas today only about 20 
percent of doctors are in any form 
of group practice, it was expected 
that in ten years’ time 80 percent o! 
doctors will be in group practice 
and only 20 percent in solo practice. 
It was further predicted that there 
will be more general practitioners 
percentage-wise than today, and that 
they will be better trained. 

I would have made similar pre- 
dictions myself. 

There will, however, be many pit- 
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falls along this evo- 
lutionary pathway. 
The relationship be- 
tween the general 
practitioner (general- 
ist, I like to call him 
nowadays, although 
think perhaps the 
very best name for 
him is personal phy- 
sician) and the spe- 


Fee for service and 
solo practice is inimi- 
cal to the practice of 
preventive medicine 
in a day when pre- 
ventive medicine and 
the promotion of 
health should be 
higher objectives 
than the treatment of 


the general practi- 
tioner is being built 
up. This trend is one 
of those swings of 
the pendulum charac- 
teristic of human 
mass thinking which 
is likely to go too far 
in its direction, as 
did the ones preced- 
ing it go too far in 


cialist, constitutes 
one of the greatest 


the other. That it 
may do so is another 


of these pitfalls. 

Increasing empha- 
sis is being given to the necessity of 
taking care of the patient as an en- 
tire human being in an environment 
which constantly conditions his be- 
havior, and in which he is sur- 
rounded by other people who inevi- 
tably affect him. The point I wish 
particularly to stress is that care of 
the whole patient can never be 
achieved by specialists alone even 
though there be called in enough 
of these to cover every part of his 
whole mind and body. Some one, re- 
sponsible, “integrating doctor” must 
tie all the contributions of specialists 
into one package for the good of the 
patient. This doctor preferably 
should be the generalist. 


Pendulum 


It is significant, I believe, that 
the composite professional view }s 
being directed nowadays more and 
more at the general practitioner. 
Whereas, until recently, the specia- 
list was the cock of the walk, now 
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of the pitfalls I have 
mentioned. 

The general practitionér of the 
future, I am confident, will become 
a highly trained and competent pro- 
fessional person. Ideally, everyone 
should have such a doctor as his per- 
sonal physician. Such a one, how- 
ever, cannot be a medical Jack-of- 
all-trades as of yore. And he should 
not attempt to perform specialist 
jobs for which he is not qualified. 

Rather he should fit into a scheme 
of things whereby he can work in 
effective harmony with such specia- 
lists as from time to time the prob- 
lems of his patients require. 

For competence in his general 
field he should be as well rewarded 
financially as are specialists for 
theirs in their special fields. Further- 
more, if he can be included in the 
medical educational process in some 
way, his intellectual rewards and 
satisfactions may become as great 
as those of any specialist. I have in 
mind preceptorial establishments 
such as that of the University of 


it. 
y its 


Kansas which I have just visited. 
Here, the practioner actually par- 
ticipates in the teaching of the medi- 
cal student, and also from time to 
time has the opportunity to culti- 
vate his own learning process 
through association with the center. 


Complex medicines 


In my opinion, fee for service is 
no longer consistent with the best 
comprehensive medical care any 
more than is completely solo medi- 
cal practice. 

For the patient it makes it diffi- 
cult, or “impossible, to: budget the 
cost of medical care, and it discour- 
ages his consulting the doctor until 
impressive illness besets him. It is 
inimical to the practice of pre- 
ventive medicine in a day when pre- 
ventive medicine and the promotion 
of health should be higher objectives 
than the treatment of illness. 

For the doctor who abandons fee- 


for-service, I can see more abundant 
intellectual and emotional satisfac. 
tions in the practice of medicine. 
Doing this, of course, will necessi- 
tate his working in a team of some 
sort, but that is the way to render 
better professional service in the 
complex medicine of today. Com. 
petitive struggle for financial gain. 
which can be quite exhausting, will 
be removed. Security will be en- 
hanced. And most important of all. 
a more well ordered life is mad 


Ot 
Bo 
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othing will sustain you more potently than the 
power to recognize in your humdrum routine, as 
perhaps it may be thought, the true poetry of life— 
the poetry of the commonplace, of the ordinary man, 
of the plain, toilworn woman, with their loves and 
their joys, their sorrows and their griefs. 
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Otolaryngology 


Board Requirements 


Te American Board of Otolaryn- 
gology was organized in 1924 by 
representatives of each of the follow- 
ing societies; The American Laryn- 
gological Association, The American 
Otological Society, The American 
Laryngological, Rhinological and 
Otological Society; The American 
Academy of Ophthalmology and Oto- 
laryngology, and the Section on 
Laryngology, Otology and Rhinology 
of the American Medical Associa- 
tion. 

Each organization appointed two 
members, making a total of ten 
which constituted the first Ameri- 
can Board of Otolaryngology. 


Purposes 


In brief, the Otolaryngology 
Board was set up to: 
@ Establish qualifications for the 
practice of otolaryngology and to 
hold examinations and to certify 
those otolaryngologists whom the 
Board finds qualified. 
@ Elevate the standards of oto- 
laryngology to familiarize the pub- 
lic with its aims and ideals, and to 
aid in protecting the public against 
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irresponsible and unqualified prac- 
titioners. 

@ Receive applications for examina- 
tion in otolaryngology, to conduct 
examinations of applicants, to issue 
certificates of qualification in oto- 
larynology as authorized by the 
Board and to perform such acts as 
will advance the cause of otolaryn- 
gology. 


Basic requirements 


@ Candidate must be a citizen of 
the United States or the Dominion 
of Canada and have held such citi- 
zenship for at least three years pricr 
to application. 

@ Candidate must be a graduate 
of a medical school approved by 
the Council on Medical Educatien 
and Hospitals of the American Medi- 
cal Association and have had five 
years or more elapse since his gradu- 
ation. 

@ Candidate must be of good moral 
character and ethical in his profes- 
sional relationships. 

@ Candidate from the United States 
or the Dominion of Canada must be 
a member of the American Medical 
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Association or the Canadian Medical 
Association respectively or such 
other medical societies of equal 
standing as are recognized by the 
Council of the American -Medical 
Association. 


Foreign candidates 


® Candidate trained in a foreign 
country must be able to give proof 
of medical and graduate training, 
comparable to the requirements of 
the Board. 

® Candidates from foreign coun- 
tries who have received their train- 
ing in otolaryngology in the United 
States are eligible for examination 
at the discretion of the American 
Board of Otolaryngology, providing 
they show proof that they are per- 
manent residents and citizens of 
their respective foreign countries 
and providing they meet the general 
academic requirements of the Board. 


Special requirements 


1. A candidate must have had a 
general internship of at least one 
year in a hospital approved by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association. 

2. Candidate must be proficient 
in the applied basic sciences, funda- 
mental to the intelligent practice of 
otolaryngology. These include anat- 
omy of the ear, nose and throat, 
neck, chest, esophagus and nervous 
system, gross pathology and histo- 
pathology, bacteriology, physiology, 
didactic otolaryngology and_ the 


general fundamentals of surgery 
(This requirement may be fulfilled 
in a residency or fellowship service 
or in an approved, organized post 
graduate course.) 

In addition to the general in. 
ternship, the required clinical train. 
ing in otolaryngology may have 
been acquired in any of the follow- 
ing ways: 

Three year residency or fellovw- 
ship in otolaryngology approved by 
the Council of Medical Education 
and Hospitals of the AMA. 

Four year approved residency or 
fellowship in otolaryngology an 
ophthalmology, provided one-half oi 
the training has been in otolaryn- 

Two year approved residency or 
fellowship in otolaryngology or : 
three year approved combined resi: 
dency or fellowship in otolaryngo!: 


Knowing exactly what’s required 
often prevents confusion and costly 
misunderstandings. Here are essen- 
tial facts for quick review. When 
your particular specialty appears, 
mark the cover and binding of the 
issue for ready reference. 

The information contained in 
this article was obtained through 
direct correspondence with the spe- 
cialty board. Current news such as 
changes in requirements, special 

ts, and notices of date 
and place of examination will be 
published in Resident Physician 
as received from the various boards. 
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ogy and opthalmology, provided two 
years have been in otolaryngology 
and have been preceded by at least 
one year of approved residency 
training in surgery or medicine or 
by an additional year in ‘an approved 
internship. 

4. In exceptional circumstances 
certain candidates who do not meet 
ill the above requirements may be 
accepted for examination, upon 
recommendation of the Credentials 
Committee, substantiated by action 
of the Board. 

5. At least one year must be spent 
in private, group or institutional 
practice of otolaryngology following 
the period of special training. This 
requirement may be waived in cases 
of candidates of foreign countries 
who are permanent residents and 
citizens of their respective countries 
and who are returning there for the 
practice of otolaryngology. 

6. A candidate may be qualified 
for examination, at the discretion of 
the American Board of Otolaryn- 
gology, if in addition to require- 
ments 1 and 2, he has limited his 
practice to otolaryngology for seven 
years in association with a hospital 
staff approved by the Council on 
Medical Education and Hospitals of 
the AMA. 

7. A physician who limits himself 
exclusively to the practice of peroral 
endoscopy may be granted limited 
certification in this field by the 
American Board of Otolaryngology 
irrespective of certification in any 
other specialty. 
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Limited certification will be 
granted provided the candidate has 
spent not less than one year of 
training in a hospital approved for 
endoscopic teaching and has passed 
examinations in the basic sciences 
as they pertain to this field, as well 
as didactic and clinical examinations 
covering diseases of the larynx, 
pharynx, neck, esophagus, stomach, 
tracheobronchial tree, lungs and 
mediastinum and certain aspects of 
cardiovascular disease as they per- 
tain to peroral endoscopy. 

A limited certificate by the Amer- 
ican Board of Otolaryngology will 
not be issued to physicians who have 
been certified in a specialty that em- 
ploys peroral endoscopy in diagnosis 
or treatment if his major interest 
is not in endoscopy. 

Application must be made in 
duplicate on special blanks pro- 
cured from the Secretary. The com- 
pleted application blanks must be 
returned to the Secretary, together 
with the other required credentials, 
at least four months prior to the 
examination. 

Applications must be accompanied 
by two small photographs of the 
candidate, together with verification 
of the period of enrollment from 
the institutions where training in 
otolaryngology was obtained, and 
the names of two or more otolaryn- 
gologists, preferably Diplomates of 
the Board, from the vicinity of the 
candidate’s place of residency, to be 
used as references. 

The fee for the examination is 
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The modern injection technique 


Serves the Serves the 


Administrative Medical and 
Staff Nursing Staff 
Eliminates hidden costs 


¢ Simplifies stock control and handling 

¢ Reduces nursing workload—promotes efficient use of nurses’ time 

e No syringe breakage. ‘ 

¢ No sterilization, no needle-sharpening—new, sterile needle for 
every injection 

* Cuts waste—no unused medication 

« Assures accurate dose 

e Assures asepsis 

* Reduced risk to personnel of contact sensitization 

¢ No risk of infectious hepatitis 
Note: The saving of time, work, and money by closed-system injection in the hospital 
has been determined by exhaustive published studies. The most recent, by J. A. 


Hunter, et al., is available upon request. See your Wyeth Territory Manager or 
address Wyeth Laboratories, P.O. Box 8299, Philadelphia 1, Pa. 


Now available: New 2-cc. syringe adaptable for TuBEx sterile-needle 
units in both 1 and 2 cc.! 


TUBEX 


o the Modern Hospital | 
® 
Philadelphia 1, Pa. 
CLOSED-SYSTEM INJECTION 


$150. Of this sum, $75 must accom- 
‘pany the application. If candidate 
is not accepted for examination $50 
will be returned. No application will 
be acted upon until the $75 appli- 
cation fee is received. The remain- 
ing $75 of the total examination 
fee must be paid to the Secretary 
upon notification that the candidate 
has been accepted. A re-examination 
‘fee of $75 is required of candidates 
conditioned in one or more subjects. 

An application remains valid for 
three years and applicant must ap- 
pear for examination within this pe- 
riod or forfeit the fee. 

Candidates whose credentials have 
been found satisfactory and who 
meet the requirements of the Board 
will be notified three months prior 
to the date of examination. The 
number of candidates admitted to 
any one examination is limited. 

Due to the large number of ap- 
plications on file, delay in assign- 
ment for examination may be in- 
evitable. Appointments will be given 
in the order applications are ac- 
cepted and upon payment of the 
balance of the examination fee. 

The Board, acting as a committee 
of the whole, reserves the right to 
reject an applicant for any reason 
deemed advisable and without stat- 
ing the same; the action of the 
Board will be final. 


Examination 


Examination will be held at such 
time and place as the judgment of 
the Board may dictate. Advance no- 
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tice of the examinations will be 
given in several journals. As far as 
is possible, examinations will be 
held biannually, at or near the time 
and place of meeting of the AMA, 
special societies, and the American 
Academy of Ophthalmology and 
Otolaryngology. Examinations take 
from two to four days. 
Examination encompasses all 
phases of otolaryngology and peroral 
endoscopy, including maxillofacial 


_ surgery and surgery of the neck, ex- 


cluding the thyroid. 
Examination is oral and covers 
the following: 


@ Clinical. The actual care of pa- 
tients including history-taking, phy- 
sical and functional examinations. 
use of laboratory and x-ray findings 
and a discussion of differential di- 
agnosis. 


@ Didactic. Oral examination cover- 
ing all phases of otolaryngology. 


@ Gross and microscopic pathology. 

A written examination may be in- 
cluded when the Board deems this 
advisable. 


Thus, four didactic examinations. 
each 30 minutes in length, are given 
which embrace all phases of oto- 
laryngology including the basic sci- 
ences. The examination in pathology 
is about two hours in length. There 
are four clinical examinations, each 
about 45 minutes in length. 

The didactic examinations are 
held in the hotel rooms of the ex- 
aminers on the first day. The clinical 
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and pathological examinations are 
held at the hospital during the sec- 
ond and third days. The actual ex- 
amination is three days in length 
hut the candidate must present him- 
self for instructions at 4 P.M. on the 
day preceding the ‘examination. 
There are about 30 examiners. 
Grades are received within a week 
following the examination. 

If one fails any phase of the ex- 
aminations he must repeat the entire 
examination. 


Re-examination 


A candidate conditioned in exam- 
ination may be admitted to a subse- 
quent examination after one year 
and within the three-year period 
dating from his application, upon 
payment of an additional fee of $75. 
Three months notice of intention to 
appear is required. 

Candidates who have failed in the 
examination may be accepted for re- 
examination upon recommendation 
of the credentials committee. Satis- 
factory evidence of further study and 
progress will be required. A new 
application must be filed. The fee 


for re-examination for such candi- 
dates is $150. 


Certification 


A certificate granted by the Board 
does not of itself confer or purport 
to confer any degree or legal quali- 
fications, privileges or license to- 
practice otolaryngology; nor does 
the Board intend or attempt in any 
way to interfere with or limit the 
professional rights and activities of 
any duly licensed physician. The 
Boards’ aim is to improve the stand- 
ards of practice of otolaryngology 
and to certify as specialists those 
who voluntarily comply with its re- 
quirements and regulations. 

Final action of the Board is based 
upon the candidate’s ethical and pro- 
fessional record, training and attain- 
ments, as well as on the results of 
his formal examinations. 


Further information 


Additional information may be ob- 
tained by writing to: D. M. Lierle, 
M.D., Secretary-Treasurer, American 
Board of Otolaryngology, University 
Hospitals. Iowa City, Iowa. 
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Psychiatry for 


Non-Psychiatric Residents 


Convinced of the value of psychiatric training currently 
being made available to residents in all specialties in a 
growing number of medical centers, the author outlines 
a program, emphasizes clinical training as against “dry 
lectures and jargon.”’ Pointing to the residency years as 
the final opportunity for systematic instruction in the 
dynamic applications of psychiatry in all specialties by 
all physicians, the author recommends a single instructor, 
a small group of interested and willing residents and a 
continuity of instruction to aid retention of material. 


have appeared in the 
medical literature concerning the 
number of patients who turn out to 
have an emotional illness rather than 
the physical disease which was first 
suspected. 

The patients may be those seen 
in private practice, in a clinic, or 
in a hospital ward. 

If the percentage quoted is high, 
it is used to indicate the need for 
the general practitioner or non-psy- 
chiatric specialist to have some post- 
graduate psychiatric training. If 
the percentage is low, it is used to 
prove the contrary. 
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Samuel Silverman, M.D. 


It seems to me that these percent- 
ages are irrelevant to the issue and 
tend to obscure more basic and sub- 
stantial reasons which indicate the 
need for such training. 

First of all, it is not really a mat- 
ter of emotional versus physical ill- 
ness. Every person who becomes ill 
reacts emotionally to his illness. 

In a very general way it can be 
said that a sick person is less inter- 
ested in the outside world, more in- 
terested in himself, more anxious or 
depressed, more dependent and less 
secure than he ordinarily would be. 

To be sure, these reactions may be 
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minor and transient. However, 
often enough they may assume more 
significant proportions. 


Emotional reaction 


Let us consider just a few brief 
examples: the patient with coronary 
disease who becomes immobilized 
with fear when he is told about his 
sickness; the amputee whose post- 
operative discouragement seriously 
interferes with the rehabilitation 
program outlined for his return to 
a useful life; the patient whose con- 
valescence from infectious hepatitis 
or atypical pneumonia is prolonged 
many months after all tests have re- 
turned to normal because of a mild 
but persistent depression. 

Then there are the patients who 
are afraid of doctors, of hospitals. 
of various laboratory procedures, of 
medication, and of operations. 

Certainly they cannot all be re- 
ferred to psychiatrists for treatment 
of their emotional disturbance, nor 
in fact do most of them need to be. 

However, these distress reactions 
to illness are not the only kind of 
emotional process that the physician 
encounters in his patients. A_ sick 
person, treated over a period of 
time, tends to develop an emotional 
relationship with his physician. Al- 
though the development of this re- 
lationship is usually a gradual one, 
it may sometimes take place more 
quickly and intensely. 

The doctor in this emotional re- 
lationship frequently represents a 
figure of the patient’s past—a kind 


or harsh parent or sibling surrogate, 
and the patient’s reactions to him 
will be conditioned to a certain ex- 
tent by this phenomenon of transfer. 
ence. 

Often, transference reactions pla) 
a significant role in how the patien! 
and physician actually get along to. 
gether and in how the patient re. 
sponds to the treatment. 

If the patient sees his physician 
as a kind and powerful figure, he 
may react more favorably and more 
quickly to the physician’s reassur- 
ances, suggestions, and _prescrip- 
tions. Likewise, the patient’s anxi- 
ety or guilt feelings—heightened by 
his illness—will more quickly di- 
minish. 

The opposite may occur if the doc- 
tor is seen as a figure that is cold 
and rejecting, one to whom the pa- 
tient reacts with distrust and lack 
of confidence. ‘ 

Of course, physicians may actu- 
ally be kindly or rejecting; one 
should be careful not to ascribe a 
patient’s emotional reactions to his 
physician as being due only to trans- 
ference! 

A third group of emotional fac- 
tors with which the non-psychiatric 
doctor should be familiar are those 
related to or connected with the de- 
velopment of physical disease. 

There is a growing body of know!- 
edge which indicates that such di- 
seases as asthma, peptic ulcer. 
rheumatoid arthritis, colitis, hay- 
fever, neuro-dermatitis and hyper- 
tension have a large emotional com- 
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ponent, though the relationship of 
this component to the physical proc- 
ess has yet to be worked out more 
exactly. 

It has also been noted that in 
many other illnesses there is a 
striking .correlation between emo- 
tionally traumatic experiences and 
the onset of the disease. Here 
again, the more specific role that 
emotional factors play in connection 
with other determinants in the de- 
velopment of disease remains to be 
clarified. 

All too often, however, the role of 
these emotional components is either 
disregarded altogether or exagger- 
ated in importance. 

It is neither correct to say that 
nothing of clinical value is known 
about these emotional factors, nor 
on the other hand that they are 
etiologically most significant. 

Actually, what is known about 
them can be practically applied from 
a clinical standpoint without the 
need for exaggerated claims in 
either direction. 

Admitting that all this is quite 


true, it might be argued thai now- 
adays all medical schools have 
courses in psychiatry and every doc- 
tor has some instruction in this sub- 
ject, thus raising a question about 
the need for any postgraduate fol- 
low-up. 

While the non-psychiatric house 
officer may have some recollection of 
the subject-matter of psychiatry 
from medical school, it is often su- 
perficial and in any case retained 
as something theoretical. 

During internship and residency 
training, however, the doctor has op- 
portunities for close and often pré- 
longed contact with his patients. 
Their emotional reactions can be 
studied over a period of time, and 
psychotherapeutic measures can be 
actually tried and tested. 

It is during this time that ade- 
quate courses in psychiatry, compe- 
tently taught, can demonstrate most 
convincingly the scientific knowl- 
edge that has been accumulated con- 
cerning the emotional factors hav- 
ing a role in sickness. 

It may also be that the residency 


With an M.D. from Harvard (°38), the author 
interned at Boston City Hospital, served two years 
at the Boston State Hospital and became chief 
of the neuropsychiatric service at Nicols and 
Crile Army General hospitals from 1942-46. As- 
sistant chief of neuropsychiatry at Cushing Vet- 


erans Administration Hospital for the next four years, he was 
appointed chief of the psychosomatic section at the Boston VAH in 
1952, a post which he now holds. Dr. Silverman has been clinical 
professor of psychiatry at Tufts University School of Medicine and 
assistant professor of psychiatry at Boston University School of 


Medicine since 1952. 
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period is the final opportunity for a 


systematic course of _ instruction 
made readily available to the doc- 
tor. 

Courses in psychiatry requiring 
clinical material are most difficult to 
organize for non-psychiatric physi- 
cians who are in private practice. 


Practical value 


What is an adequate course of 
psychiatry for residents? It might 
be said generally that an adequate 
course is one that is geared to a level 
of understanding and clinical appli- 
cation most suitable for the needs of 
the particular resident group to be 
taught. 

In other words, the psychiatric 
subject-matter should make sense to 
the residents and likewise should be 
of practical value in the treatment 
of their patients. 

A non-psychiatric resident should 
be able to recognize the major psy- 
choses and neuroses, but his knowl- 
edge of psychiatry should not be 
confined to this descriptive level. 
Of much more value to him are the 
basic dynamic psychiatric concepts 
which he can utilize in a practical 
way to understand the emotional fre- 
actions of the person he is treating, 
the interpersonal relationship be- 
tween himself and that person, and 
the psychotherapeutic measures that 
he can use in the service of success- 
fully treating not only the illness, 
but the person in whom the illness 
occurs. 

In my opinion, . particular care 


should be exercised in the selection 
of teachers for such courses in psy- 


chiatry. The subject-matter of 
psychoanalytic psychiatry, when 
taught to physicians primarily in- 
terested in other disciplines of 
medicine, requires a certain skill 
and competency in the instructor for 
its successful communication. 

Psychiatrists who have them- 
selves been psychoanalyzed, who 
have a_ well-grounded dynamic 
orientation, who have a_ particular 
interest in psychosomatic medicine. 
who show an aptitude for coping 
with the problems that may arise in 
connection with the residents’ emo- 
tional responses to the subject-mat- 
ter, and who are aware of the lim- 
ited goals compared with those in 
teaching psychiatric residents, would 
be best suited—if available! 

It seems to me that courses of 
psychiatric instruction can least ef- 
fectively be taught by lectures pre- 
sented by a number of different psy- 
chiatrists. Dry talks and “dry clin- 
ics” may leave in the resident au- 
dience only a residue of jargon and 
the conviction that psychiatry is just 
words and words. 

The principles and concepts that 
are taught need to be demonstrated 
clinically in patients. 

Discussions are of particular 
value and most stimulating when 
they develop from the clinical ma- 
terial which the resident sees and 
hears first-hand. Preferably, dis- 
cussion groups should be as smal! 
as possible. Likewise, wherever 
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sussible, the same psychiatrist 
should work in regularly scheduled 
conferences with the same resident 
group over a period of time. This 
can make for better rapport between 
instructor and pupils which in turn 
will favor the success of the teach- 
ing process. 

The frequency with which the 
teaching conferences will be held 
will, of course, depend considerably 
on the special circumstances of each 
particular group. The important 
factor here is continuity, which again 
not only favors the growth of rap- 
port between instructor and pupils, 
but also allows for better develop- 
ment and retention of the material 
to be taught. 


Broad concepts 

I would like to underscore the 
importance of teaching broad con- 
cepts and principles of psychoana- 
lytic psychiatry rather than specific 
details. Let us see how this would 
apply in the very important matter 
of obtaining information about the 
patient’s emotional life. It is one 
thing to say that a’ physically ill pa- 
tient appears to have emotional diffi- 
culties. It is quite another matter 
to be able to find out more specific- 
ally what the emotional factors are, 
how they are related to the present- 
ing symptoms or illness, and finally, 
how to utilize this information with- 
in certain optimal therapeutic 
limits. 

I have found that interviewing pa- 
tients for this purpose is a proce- 
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dure about which many misconcep- 
tions still exist in house officers and 
in physicians who are in private 
practice. For instance, some physi- 
cians consider such an interview the 
same as a conversation. Others 
think of it as a series of random 
questions which will somehow reveal 
the necessary information. Still 
others feel that intangibles are in- 
volved which cannot be investigated, 
etc. 

While there are many techniques 
of interviewing and, in turn, of psy- 
chotherapy, it is difficult and un 
profitable for the non-psychiatric 
house officer to try to learn specific 
technical details about them which 
often lead only to confusion—or at 
best—mechanical and unprofitable 
application. 

On the other hand, broad dynamic 
concepts and principles are better 
understood and retained and can 
then be used as much or as little as 
the individual resident’s interest, 
abilities, and further experience in 
this sphere will permit. 


Obtaining information 


Let us consider briefly what con- 
cepts could be useful in learning 
how to obtain information from a 
patient about his emotional life. 

These might include a basic un- 
derstanding of the existence and sig- 
nificance of unconscious mental 
processes, a general idea of how in- 
teracting and counteracting mental 
forces produce conflict, some knowl- 
edge of the role of repression and 
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THERE IS A WAY... 


In a recent Resident Round- 
table the problem of psychi- 
atric consultation dis- 
cussed. The question arose as 
to the possibility of offering 
postgraduate psychiatric train- 
ing to all residents so they 
could recognize and treat cer- 
tain of the emotional factors in 
physical illness. Psychiatry 
residents agreed that most men- 
tal disturbances in physically 
ill persons could be handled by 
any physician given competent 
psychiatric instruction at the 
residency level. Said a derma- 
tology resident: “There must 
be some way for us to help our 
patients who demonstrate men- 
tal attitudes or stress problems 
which thwart our therapy...” 
A resident in psychiatry an- 
swered: “The great majority of 
mental difficulties among phys- 
ically ill patients could be re- 
vealed and intelligently han- 
dled by residents in all special- 
ties if each had competent 
training in interview and dis- 
cussion techniques —a ‘short- 
age’ of psychiatrists becomes 
magnified a hundred times be- 
cause all physicians do not 
have this easily-learned, yet 
valuable training.” 

Confirmation of these views, 
plus a workable program is 
presented in the article on 
these pages, written especially 
for RESIDENT PHYSICIAN by 
an eminent , psychiatrist with 
nearly twenty years of teaching 
experience. 


under what circumstances emotional 
symptoms develop, and some under- 
standing of the phenomenon of trans. 
ference. 

These concepts would, for ex- 
ample, help to explain why an in- 
terview cannot be a conversation 
why there are blocks to the patient's 
readily recalling and understanding 
the causes of his emotional problems, 
why it is necessary to lessen these 
blocks and under what circum- 
stances this is possible. 

They would also explain why cer- 
tain principles, such as the follow- 
ing, need to be kept in mind in or- 
der to do interviewing successfully. 

One should start with the patient’s 
symptoms and proceed toward a 
limited goal. This goal would be 
to obtain data about the patient's 
emotional life which is related to 
and affords some further explana- 
tion of the patient’s illness and 
symptomatology. 

The obstacles between starting 
point and goal can be lessened or 
modified by letting the patient’s 
thoughts in relation to his symptoms 
come out without interruption, by 
helping the patient to elaborate on 
these thoughts and their ramifica- 
tions. 

Under the beneficial influence of a 
positive interpersonal relationship 
the patient’s resistances will further 
be decreased, and thoughts otherwise 
held under censorship will be able 
to enter his awareness. 


In the process of interviewing, the 
physician should be _ benevolently 
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of pain. The antibacterial, FURACIN, 
achieves wide-spectrum bactericidal 
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» and for topical anesthesia and 
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neutral, should be able. to listen 
without interrupting, without judg- 
ing, and not for specific details so 
much as for common denominators 
and repetitive patterns. 

This, then, is an example of how 
a knowledge of dynamic psychiatric 
concepts and principles can help the 
non-psychiatric physician to become 
familiar with an approach to inter- 
‘viewing for psychological data which 
can be systematic and meaningful. 

Many clinical instances can be 
cited of how a working knowledge 
of applied psychiatry can be of help 
to the non-psychiatric physician. 
Limitation of space permits presen- 
tation of only a few brief examples. 


Diabetic crises 


A 19-year-old, taciturn, shy boy 
has had a number of hospital ad- 
missions for diabetic coma. Each 
time he is carefully worked up from 
a physical standpoint, regulated, and 
discharged. 


The reason for the recurrent dia- 


betic crises remains a mystery until 
one of the house officers on the pa- 
tient’s next admission takes some 
time and expends some effort in win- 
ning the patient’s confidence. The 
patient, for the first time since he 
has been treated for his illness, feels 
able to really talk with his doctor. 
It then becomes possible to gain 
some information about the pa- 
tient’s personal life which could 
have a bearing on the exacerba- 
tions of his illness. 

The following facts become clear. 


tional life 


The patient is unable to follow his 
diet and neglects taking his insulin 
regularly whenever he and his par- 
ents quarrel, which is frequently. He 
feels rejected, unwanted, a burden 
on them, and then finds he gets 
intolerably nervous unless he can 
eat large amounts of food. He 
quarrels with his parents particu- 
larly when he feels that they are pay- 
ing more attention to a sibling sev- 
eral years younger, of whom he has 
always been very jealous. 

Under the favoring influence of 
a positive relationship which de- 
velops between himself and his doc- 
tor, he is helped to feel less rejected. 
In turn he is gradually able to gain 
some understanding of his behavior 
and attain some control over it. 

His doctor talks with the boy’s 


parents and obtains their coopera- 
tion in trying to adopt a different 


attitude toward their son. The out- 
come is a patient, who, of course, 
stills has diabetes, but whose emo- 
has become somewhat 
more favorably adjusted. As a re- 
sult, the boy is better able to follow 
the diet and insulin dosage pre- 
scribed by his doctor. 

Several hours of applied psychi- . 
atric knowledge have paid off in the 
prevention of recurrent severe ill- 
ness and possible fatal outcome. 


Tension and sympathy 


A 40-year-old, single woman is 
seen for increasingly recurrent 
“flareups” of a neurodermatitis. She 
responds poorly to the usual treat- 
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ments. She has a considerable need 
to talk to someone about herself but 
has been rebuffed in one way or an- 
other in the past when she tried to 
talk to her doctors. They have told 
her that her “nerves” have nothing 
to do with her sickness. 

She finally enters treatment with 
a physician who recognizes her des- 
perate need to unburden herself 
‘emotionally to a sympathetic listen- 
er. 

The patient reveals something of 
her unhappiness. She lives with her 
‘invalided mother whose sole support 
she is. This arrangement has ex- 


isted for several years, forced up- 
on her by the other siblings, who 
had always taken advantage of the 
patient’s difficulty in standing up 
for her own rights. 


Whenever her 
mother has an exacerbation of her 
illness, the patient becomes very 
anxious, anticipates her mother may 
die. The mother is a dominating 
and demanding person who expects 
the patient to have no interests other 
than the mother. Whenever the pa- 
tient has thoughts of leaving her 
mother, she feels very guilty. Anger 
toward the other siblings has been 
largely repressed. As she builds up 
unconscious rage, her tension in- 
creases, her symptoms of itching 
become worse, and her need to 
scratch intensified. The lesions be- 
come excoriated and secondarily in- 
fected. The patient has a_ full- 
blown flare-up. 

Just being able to tell a sympa- 
thetic listener about her troubles 


gives the patient considerable re- 
lief from tension. As she is helped 
to become aware of her repressed 
rage and relate her feelings of anger 
to the non-judging doctor, her feel- 
ings of guilt are modified and her 
tension lessens. The flare-up sub- 
sides. The patient is able to con- 
sider plans for the future which will 
help her to free herself to some ex- 
tent from her emotional entangle- 
ments. 


Slow recovery 


A 55-year-old man has just had 
a subtotal gastrectomy for a peptic 
ulcer. His recovery physically is 
unusually slow, and he appears quite 
depressed. The surgical resident in 
charge of the case is alert to the pa- 
tient’s emotional state, gives him 
some extra attention, and gradually 
encourages the patient to talk about 
himself. 

He learns about the patient’s con- 
cern for the future. The patient has 
been a hard-working man, provid- 
ing for his family, but having no in- 
terests outside of his work and home. 
He has always been a self-conscious. 
sensitive person—able to escape 
from his emotional problems only 
by keeping busy and on the go. 

Now there has been a piling up 
of disturbing events. The operation 
has left him feeling physically 
shaky and quite fearful of being un- 
able to return to an active life. The 
last of his children has just left the 
home. He sees himself a lonely old 
man, unable to provide for himself 


Resident Physician 


ee] 
| 

j 

i! 
| 
i 

| 
| 

| 
104 


ious, 
cape 
only 

up 
ation 
cally 
g un- 
The 
t the 
y old 
mself 


sician 


Diamox 


Lederle 
NON MERCURIAL DIURE TIC 


in glaucoma 


Intraocular pressure is significantly reduced by DIAMOx in various 
types of glaucoma—acute congestive glaucomatous crisis, 
simple glaucoma which does not respond to miotics, and some 
secondary glaucomas. Well-tolerated, nontoxic, easily 
administered, DIAMOx has proved to be a highly useful drug. 


Preoperatively, DIAMox is particularly useful in conditions 
where intraocular pressure is high and reduction is required. 


Postoperatively, DIAMOx aids early restoration of the anterior 
chamber and maintenance of a formed area. 


Diagnostically, in glaucoma and other ophthalmologic conditions, 
DIAMOX Clears corneal edema, greatly enhances visibility, permits 
examination of the interior of the eye. 


Suggested dosage of pIAMox for most ophthalmologic conditions 
is 5 mg. per kg. every six hours day and night. In severe 
glaucomatous crises the intravenous form may provide quicker 
reduction of global pressure. 


Supplied: Scored tablets of 250 mg. (Also in ampuls of 500 mg. 
for parenteral use. ) 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY 
*Reg. U. S. Pat. Off. PEARL RIVER, N. Y. 


| 
re- 
— 
ptic ate 
| 
him 
ally 
con- 
has 
ovid- 
in- 
ome. 


- and his wife. A sense of loss and 
inadequacy is threatening to break 
down his previously adequate de- 
fenses. 

His physician recognizes the need 
to avoid any deep exploration of the 
patient’s emotional life. Instead, 
with reassurance, emotional support 
and a gradually increasing program 

_of activity, he helps to strengthen 
the patient’s weakened defenses. 
The patient is discharged, much im- 
proved both physically and emotion- 
ally, able to resume a work schedule 
which will still give him a sense of 
adequacy and at the same time be 
within the limits of his physical ca- 
pacity. 

A 50-year-old, married woman has 
been suffering from frequency and 
dysuria for many months. She has 
consulted several physicians who 
have made the diagnosis of mild 
cystitis, treated her condition vig- 
orously with cauterization and medi- 
cation and left her with increased 
symptoms. 

She tries one more urologist. 
Careful physical examination and 
laboratory studies reveal but little 
organic disease, insufficient to ac- 
count for the severity of her symp- 
toms. However, the physician has 
noted that the patient on’ her own 
emphatically emphasizes that she 
has no worries, nothing to make her 
unhappy except these symptoms. 

He wonders about these protesta- 
tions, considering the possibility of 
their masking inner tensions. 

It soon becomes apparent that the 


patient is using the mechanism of 
denial to defend herself against 
recognition of painful thoughts. She 
is helped to become aware of this. 
She begins to speak, though at first 
in a deprecating way, about some 
difficulties that exist in her marital 
life. The patient then gradually un- 
folds a story of disappointment in 
her husband, and of chronic irrita- 
tion with him. She has been ac- 
customed to forcing her feelings out 
of her mind, ever since he had 
threatened to leave her if she criti- 
cized him in any way. 

Bit by bit the patient becomes 
aware of her chronic annoyance. As 
she is able to express her feelings 
in a more forthright fashion to the 
physician and examine them more 
objectively with his help, her for- 
merly masked tension decreases and 
her physical symptoms likewise im- 
prove. 


Supportive forms 


As these examples indicate, the 
non-psychiatric physician does not 
aim for resolution of basic conflicts. 
nor even for the development of ex- 
tensive insights. Nevertheless, by 
utilizing the supportive forms of 
psychotherapy, implemented from 
time to time with a limited type of 
insight approach, the patient’s ten- 
sions may be reduced, anxiety and 
guilt sufficiently modified to give 
considerable emotional relief and 
produce a beneficial effect on the 
course of the patient’s physical i!!- 
ness as well. 
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So far the emphasis in this pre- 
sentation has been in the direction 
o! the importance of recognizing 
emotional components, understand- 
ing them, and being able to do 
something about them. 

However, psychiatric instruction 
can also teach the physician when 
not to explore for emotional factors, 
or when to approach these only in a 
limited way. 

There are times when a patient’s 
defenses should either be left as they 
are or strengthened. 

The physician should also be able 
to recognize when he has gone too 
far in his search for emotional com- 
ponents. I am reminded of a patient 
with severe headache for which no 
organic basis could be found. This 
patient was interviewed by her in- 
ternist “not wisely but too well.” 
Before two interviews had elapsed, 
he had informed the patient that 
she had death wishes toward her 
father; was a latent homosexual, 
etc. Result: panic. 

The patient had to be referred to 
a psychiatrist for emergency treat- 
ment to relieve the severe anxiety 
that had been stirred up. 


No formula 


Unwise handling of a patient’s 
emotional needs may come about in 
another way. Some physicians’ idea 
of taking care of the patient’s emo- 
tional problems is to tell the pa- 
tient to relax, to take it easy, to 
take a vacation—in other words to 
have pat formulae which are me- 
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chanically applied under the guise 
of a psychotherapeutic intervention. 

Sometimes this may have reper- 
cussions, as in the following ex- 
ample. A patient had had a bout 
of rheumatoid arthritis from which 
he was making an excellent recov- 
ery. He had, however, developed 
some anxiety. His physician recog- 
nized that the patient was under ten- 
sion but did not look into the matter 
any further. Instead he advised the 
patient on discharge that all the pa- 
tient needed was to take a vacation 
for several weeks and he would get 
over his nervousness. 

The patient’s tension, however, 
was related to some unrealistic fears 
about money matters which could 
have been easily straightened out 
in several short interviews. 

As it was, the patient spent the 
two weeks worrying about finances 
and literally kept running from his 
home to the bank, to the insurance 
company, etc., trying to stave off 
what he needlessly thought would 
be his financial ruin. 

At the end of the two weeks’ va- 
cation, he was readmitted to the hos- 
pital, exhausted and ill again. 


Dynamic psychiatry 


To sum up, psychiatric instruction 
can help the non-psychiatric physi- 
cian, first, to be alert to the vari- 
ous ways in which emotional factors 
play a role in physical illness; sec- 
ond, to be able to listen if the pa- 
tient talks about these, or to be able 
to help the patient bring out these 
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emotional factors; third, to make 
the information obtained from the 
patient meaningful; and, fourth, to 
be able to use this information for 
therapeutic purposes within certain 
optimal limits in the treatment of 
the patient’s symptoms and illness. 

Competently taught, adequate 
courses of dynamic psychiatry can 

at least give the interested and will- 
_ ing resident a broad introduction to 
the development of these skills. 

All too often I have heard phy- 


sicians in practice say: “If only we 
could have had some of this post. 
graduate psychiatric instruction, 
then we wouldn’t feel so blocked, 
so thwarted in knowing what the 
patient’s emotional reactions mean 
and what can be done about them.” 

This leads me again to express my 
conviction that the time for the non- 
psychiatric physician to implement 
and consolidate his working knowl- 
edge of psychiatry is during his 
hospital training. 


", . » Ever since he started his residency in Surgery" 
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Neurosurgery: 


Many physicians have a miscon- 
ception of neurosurgery. They con- 
sider it a hopeless and futile field 
of endeavor; and they picture a 
neurosurgical service as a ward filled 
with hopeless hemiplegics doomed 
to die in a few months — merely 
“vegetables” to be watered by the 
surgeon on rounds. 

Neurosurgery consists of far more 
than brain surgery—and neurologi- 
cal deficits. Fortunately, neurosur- 
geons today are rapidly erasing the 
erroneous ideas of brain surgery, 
a hangover of pioneer days. 
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A Challenging Career 


Here is an absorbing report on a surgical specialty which 
is making remarkable advances into once obscure, un- 
charted areas of human suffering. Long, exhausting hours 
spent on meticulous procedures at the operating table 
are common to the practice. But best of all, the neuro- 
surgeon, often the surgical “court of last resort’ is 
meeting with increasing success in aiding those once 
considered beyond all human help. 


J. DeWitt Fox, M.D. 


Few branches of medicine date 
farther into antiquity than neuro- 
surgery. Yet, oddly enough, this is 
one of the newest recognized surgi- 
cal specialties. The American Board 
of Neurological Surgery was formed 
only 17 years ago, on August 1, 1940. 
Since that time, the rapid advances 
in this specialty have led to in- 
creased interest in its techniques 
and therapeutic potential. 

Taking a backward look, before 
peering into the crystal ball of the 
future of neurosurgery, offers a fas- 
cinating view of an ancient art. 
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Evil spirits 


One of the oldest operations on 
record is a trephination. Skulls have 


Orient, and New Zealand which 
bear holes believed to have been the 
result of an attempt at healing. 
Legends say that primitive peoples 
drilled these holes to let the evil 
spirits out. They may well have 
considered that persons having con- 
vulsions, idiocy, insanity and head- 
ache were possessed of demons. 
They sought release by making burr 
holes or crisscross trephinations, 
some of which were not unlike our 
neurosurgical procedures today. 
Tales are told of the “royal treph- 
iners of Egypt.” It is claimed that 
these ancients were called in prior 
to death to drill holes into the pa- 
tient’s skull. Occasionally they 
would come across a subdural he- 
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been found in Peru, France, the ; 


The first physician to hold an active membership 
in the National Press Club of Washington, the 
author’s attainments in writing include articles in 
a long list of medical journals and lay magazines 
as well as editorship of three medical journals, Life 
and Health, Medical Arts and Sciences, and Current 
Medical Digest, where he is editor, managing editor, 
and contributing editor, respectively. Presently in his final year of a 
neurosurgery residency at Henry Ford Hospital, Detroit, Michigan, 
where he also interned, Dr. Fox holds an A.B. from Washington Mis- 
sionary College and was first in his class (1945) at the College of 
Medical Evangelists School of Medicine. Prior to his present residency, 
the author divided a year of residency and fellowship study between 
the VA Hospital and White Memorial Hospital, Los Angeles. Dr. Fox 
intends to practice neurosurgery in Washington, D.C., upon completion 


matoma. After draining it, the pa- 
tient would recover; thus marking 
the trephiner a royal miracle man. 

However, this is probably more 
fancy than fact, since there is little 
valid evidence. The Egyptians are 
not believed to have practiced treph- 
ination, since skulls with holes have 
not been found in Egypt. 


Great names 


The romance of neurosurgery is 
linked with the great names of medi- 
cal history. Hippocrates (460-370 
B.C.), the Greek father of medi- 
cine, was a neurosurgeon. Sitting 
under a tree on the island of Cos, 
he taught his pupils about skull 
fractures, recommended trephina- 


tions for contusions and depressions 
of the skull. He laid great emphasis 
on the fact that a wound on one 
side of the head could cause con- 
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vulsions on the opposite side of the 
body. 

Galen (131-201 A.D.) was inter- 
ested in neurosurgery. His studies 
of the spinal cord were noteworthy. 
He went into great detail in the care 
of head injuries, describing the in- 
struments used in trephination, i.e., 
the terebra (drill), abaptista (drill 
with guard), the modiolus, or treph- 
ine. He left his name on the Great 
Vein of Galen, as did Herophilus 
on the confluence of the venous 
sinuses (Torcula Herophili). Other 
surgical pioneers who delved into 
neurosurgery were Ambroise Paré, 
dean of French surgeons; Scultetus 
(Johann Schultes), of scultetus bin- 
der fame, who also did trephina- 
tions. 


Modern specialty 

Modern neurosurgery did not be- 
gin until the 1880’s, when Bennett 
and Godlee removed the first re- 
corded glioma of the brain. This 
whetted the interest of a keen and 
energetic young English surgeon, 
Sir Victor Horsley, who became 
neurosurgeon at Queen’s Square 
Hospital, London, and the father of 
British neurosurgery. He removed 
the first spinal cord tumor. 

A colorful character, Horsley was 
known variously as “the professor” 
for his love of teaching, or “the vul- 
ture” for his insistence on _post- 
mortem studies, “the germ” for his 
devotion to bacteriology, and “Archi- 
bald Allright” because of his in- 


vincible obstinateness. 
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In personal life, Horsley was a 
perfectionist, also. He eschewed so- 
cial pleasures and in their place sub- 
stituted work and lots of it. He 
didn’t stop at denouncing theatres, 
wine, tobacco, or loose talk. He even 
disliked mustard and other condi 
ments and spoke against them with 
vigor. He adhered to a doctrine oj 
absolute chastity throughout his en- 
tire life. 

It was in Horsley’s laboratories 
that American neurosurgeons, Har. 
vey Cushing and Ernest Sachs, re. 
ceived some of their early ideas con- 
cerning procedures and experiment: 
in surgery. 


Challenge 


About the turn of the century 
Harvey Cushing accepted the chal- 
lenge of neurosurgery. Although 
trained in general surgery under 
Halsted, and no neurologist, he 
made the brain with its 13,000,000, 
000 cells and its infinite connections 
his special surgical interest. 

In its infancy, neurosurgery re- 
ceived a bad reputation, which it is 
still having a hard time trying to 
shake. In Cushing’s early days, nine 
out of ten of his tumor cases died. 
This would have been enough to 
crack the most steel-nerved surgeon. 
But not Cushing. He kept accurate 
pathological records of his tumors. 
Even today his statistics and post- 
operative results aid in diagnosis 
and in prognosis. 

Hemorrhage was the early prob- 
lem. And to control it was some 
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times impossible. It was Cushing 
who put his mind to work to “stem 
the flow of blood.” We are indebted 
to him for early use of a tourniquet 
around the scalp, later he devised 
the electric cautery. Cushing, know- 
ing the importance of anesthesia, 
first brought the sphygmomanometer 
to the U.S. from Germany; devised 
forms for tabulating blood pressure, 
pulse, and respiration during an op- 
eration. Once, when asked what his 
special contribution was to neuro- 
surgery, Cushing said, “Gentlemen, 
tell them, I suture the galea aponeu- 
rotica.” His special way of saying, 
“if you let it gape, it'll bleed.” 
Early neurosurgeons were first 
general surgeons. They learned neu- 
rological diagnosis as they went 
along. There were no residencies, 
no specialty boards. Consequently, 
about a dozen men, trained under 
Cushing, went out to head up neuro- 
surgical centers around the country. 
The older neurosurgeons were of- 
ten so intent upon removing all of 
the tumor that they sometimes pro- 
duced severe neurological deficits. 
This philosophy has changed. As 
Dr. Francis C. Grant, professor of 
neurosurgery at the University of 
Pennsylvania, points out, the motto 
for every young neurosurgeon con- 
cerning his patients should be: 
“If you can’t help him— 
Don’t Hurt Him!” 
Because this is the trend today, 
neurosurgery is being more widely 
accepted, and more procedures are 
being performed: 
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Mortality decreases 


As neurosurgery advances and 
comes into its own, no longer do 
nine out of ten die; rather, more 
than nine out of ten live. 

During my residency, I have not 
witnessed a single operative mortal- 
ity on the table. This, in a field 
where death is assumed to be in- 
evitable and many physicians and 
patient relatives expect immediate 
operating mortality. 

This reduction in mortality is, of 
course, almost entirely due to ad- 
vances in technique. Hemostasis 


Your Own Specialty 

This is another in a series of resi- 
dent-authored articles dealing with 
a particular specialty and written 
especially for your journal. 

It is our hope that this series will 
help bring about a closer under- 
standing among all residents of the 
opportunities, accomplishments and 
particular problems of each of the 
various specialties of medicine and 
surgery. 

Mutual understanding, we be- 
lieve, will further strengthen the 
bonds of education, cooperation 
and respect which unite all en- 
gaged in the healing arts. 

If you would like to present 
your own specialty and your rea- 
sons for choosing it, simply drop a 
card to the Editor, Resident Physi- 
cian, 1447 Northern Blvd., Man- 
hasset, New York. We will send 
you a suggested outline and guide 
to assist you in organizing your ma- 
terial. 

THE EDITOR 
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MELT 


with electric cautery, silver clips, 
gelfoam, blood, and the three “A’s” 
of modern surgery—anesthesia, anti- 
biotics, and aftercare. 

Above all, come advances in the 
art—the skills passed on from chief 
to resident. As my chief says, when 
to operate and when to leave well 
enough alone, is the art and the 
judgment of neurosurgery. It re- 
quires a careful weighing of facts 
and intelligent evaluation of possi- 
bilities and probabilities, prior to a 
decision to operate. This is in the 
patient’s best interests. It also keeps 
the surgeon out of trouble and lets 
him sleep nights. 


Fascinating 


Someone once said, “a surgeon is 
a physician who operates. He thinks 
firsi—then cuts.” Those attracted to 
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neurosurgery are usually precise, 
perfectionistic, high-caliber medical 
men. Many an Alpha Omega Alpha 
key is dangling from the watch 
chains of neurosurgeons. The field 
attracts men willing “to think—then 
cut.” 

In the words of a famous English 
surgeon, “A surgeon should have 
the heart of a lion and the hands of 
a lady.” This is doubly true in neu- 
rosurgery—where courage must be 
matched with deftness of hand, skill 
of fingers, and the keenest judgment. 

Consequently, it is not surprising 
that neurosurgery is sometimes 
viewed as something of an aristo- 
crat in its field. It has been termed 
the “millionaire” or “high society” 
specialty. Not in the same sense as 
psychiatry bears these labels. Not 
because of the high income of those 
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practicing it (although the average 
income is among the top five special- 
ties); but because it attracts men 
who are independently wealthy. I 
have observed that most men who 
practice neurosurgery do so because 
they love it. 

For example, one neurosurgical 
professor, a multi- millionaire, re- 
putedly works for $1 a year. An- 
other owns oil wells and presumably 
wouldn’t need to practice a day in 
his life; but he enjoys the specialty 
so much he will not stop. The point 
is, it is an absorbing, fascinating 
specialty with a powerful grip on its 
practitioners. 

One of the special fascinations of 
neurosurgery is the mystery it holds. 
Nearly everyone is intrigued by the 
hidden and the unusual. All phy- 
sicians are eager to learn whether 
surgery will reveal the mysterious 
lesion in the nervous system to be a 
tumor, vascular lesion, degeneration, 
or congenital anomaly. Is it benign 
or malignant—the ever challenging 
mystery? 

Residents and interns working up 
neurological patients often become 
involved in a stimulating battle of 
wits to arrive at a diagnosis. Then 
as the skull flap is turned and the 
lesion uncovered, they have their 
answer. 

In most hospitals, those who 
worked on the case are called to 
the operating room. They too can 
share the answer to the puzzle; en- 
joy the satisfaction of a correct di- 
agnosis—or learn from the experi- 


ence, for the benefit of a future 
patient. 


Neat surgery 


Neurosurgery is clean, neat and 
meticulous surgery. It entails lon 
hours at the operating table. Th 
spectator may only see a small o 
erative field. He hears the intermi- 
tent “buzz of the Bovie” or the “his 
of the sucker tip.” However, mor 
is going on than “spark and suck.” 
A meningioma is being deftly rocked 
from its bed; an arteriovenous mal: 
formation is being clipped to pre 
vent recurrent bleeding; a glioma is 
being decompressed to give added 
months of life. 

Actually, the aftercare of neuro- 
surgical wounds is somewhat simpler 
than those of general surgical cases. 
The malodorous colostomy dressing, 
or daily drainage of a gall bladder. 
or rectal plug of the hemorrhoid- 
ectomy is not a problem here. Only 
neat sutures to be removed in a few 
days, followed by neat dressings. 
Seldom do wounds drain longer than 
a day or two, and these only on 
craniotomies. 

Precautions are necessary. While 
the general surgeon is alert to avoid 
penetration of the bowel and peri- 
tonitis; the neurosurgeon must avoid 
leakage of blood into the subarach- 
noid spaces or infection causing 
meningitis. 

The simple is often the trickiest 
in medicine. The general surgeon 
has his “simple” (but probably the 
most frequently missed of all diag: 
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noses) appendicitis. The neurosur- 
geon has the simple but easily 
missed subdural hematoma, some- 
times called the “appendicitis of 
neurosurgery.” 

Another “working advantage” of 
neurosurgery is that one usually has 
virgin tissues to operate upon. This, 
in contrast to the chronic inflamma- 
tion or adhesions around the gall 
bladder, common duct, or colon 
studded with diverticula. 


Training 


While early neurosurgeons 
worked directly under Cushing, in 
recent years neurological surgery 
residencies have been set up in hos- 
pitals and teaching centers in all 
areas of the United States. As of 
September 1, 1956, there were 108 


hospitals having programs approved 
for residency training in neurologi- 
cal surgery. Of these, 53 offered 


four years of training. In 1955, 
there were 310 openings for resi- 
dents and 256 of these were filled. 

The American Board of Neuro- 
logical Surgery recently upped its 
training requirements from four 
years to five years for any resident 
beginning after January 1, ~ 1956. 
This new requirement increases the 
residency by one year, allowing time 
for basic research or other elective 
endeavor during the training period. 

Most residencies offer graduated 
training in the basic sciences and 
neurology, followed by pre- and 
postoperative care of neurosurgical 
patients, of diagnostic procedures 


such as air encephalograms, myelo 
grams, and later carotid arterio 
grams and ventriculograms. 

The senior resident does pro 
cedures in keeping with his ability 
beginning with laminectomies, mov- 
ing on to peripheral nerve work, 
sympathectomies and chordotomies, 
finally craniotomies. 

The neurosurgical residency of 
fers conferences and teaching ses 
sions in neuro-opthalmology, neuro 
pathology, neuro-anatomy and neuro 
radiology. These are vital auxiliary 
aids in neurological diagnosis and 
a necessary part of a neurosurgery 
residency program. 
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“MOST SPERMICIDAL CONTRACEPTIVE 
| AG; Nat 
simplicity, esthetic appeal and 
patient acceptance. 


The large hospital residency in 
neurosurgery will offer 350 to 400 
major procedures a year. Of these 
50 to 60 will be brain tumor cases. 


Cushing and Protocol 

An interesting story is some- 
times told illustrating Cushing’s 
tight discipline over his residents 
and interns. Cushing occasion- 
ally took his staff to a baseball 
game. They would file into the 
box seats, Cushing first, followed 
by his senior resident, junior 
resident, and his interns bring- 
ing up the rear. During the 7th 
inning stretch, Cushing bought 
hot dogs. Also strictly according 
to protocol—two for residents, 
one for interns. 

Cushing’s sense of proportion 
was always in evidence. An 
amusing incident occurred one 
morning when Cushing was tak- 
ing his gardener and chauffeur, 
a meek old gentleman with little 
education but a rather dry wit, 
to task for letting the yard work 
go unfinished, and the car un- 
waxed, 

“What do you mean by neg- 
lecting your work and not keep- 
ing things neat and clean around 
here,’ Cushing chided the ‘old 
man. 

The old man looked at the 
floor. Then shyly, he said, “Sir, 
you have egg on your tie.” 

A deathly silence ensued. 
Then Cushing, suddenly realiz- 
ing the point of his criticism 
had been returned in kind, burst 
into laughter. 


The remaining 70% to 80% of the 
cases will be laminectomies for her- 
niated nucleus pulposus or cord tu- 
mors or pain-relieving operations, 
i.e., chordotomy, posterior rhizotomy, 
sympathectomy, lobotomy; _ peri- 
pheral nerve operations; as well as 
traumatic head injury or spinal cord 
injury cases. 

The mental picture of the neuro. 
surgeon held by some interns and 
residents is that of a stern, tense. 
spastic, rongeur-throwing “tin god” 
in the operating room. This may 
also be a carryover from the Cush. 
ing period of tight discipline and 
reigning rule in the operating room 
and out. But the day of the pom- 
pous carping and “chewing” surgeon 
is rapidly disappearing as new 
neurosurgeons, well trained and con- 
fident in their skills, take to the 
stage. There are more and more 
younger men competing for the 
practice today; the older neuro- 
surgeon cannot afford to be a “bear” 
to his operating room staff. 


Resident’s life 


The daily program of a _neuro- 
surgery resident is often backbreak- 
ing business. It involves duties 
ranging from the “barber surgeon” 
to neurologist at any and all hours 
of the day. 

The average neurosurgery resident 
is up at dawn, in the hospital by 
7:30 a.M. for quick rounds on criti- 
cal patients, such as the brain tumor 
operated the day before. Then he 
heads for the operating room for 
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he preparation of the morning case. 
f it is a craniotomy, the resident 
often shaves and preps the scalp, po- 
sitions the patient, assists the an-* 
esthesiologist in making sure all is 
shipshape before the chief arrives. 

More time is required in prepar- 
ing and positioning the patient. 
Lights must be set. The endo- 
tracheal tube is placed with the pa- 
tient in the prone position some- 
times. Instruments and apparatus 
such as the Bovie electric cautery 
must be in place. 

While an appendectomy requires 
an abdominal prep, drape and other 
steps, the knife can usually be laid 
in 15 minutes, in contrast to the 
one hour often needed for the neuro- 
surgical craniotomy. 

Once the case is under way, the 
resident usually begins the pro- 
cedure. He then assists his chief 
in the more difficult parts. He must 
anticipate his chief’s needs—better 
light, retraction, cottonoids, suction, 
or special instruments, such as scis- 
sors, clips, catheters, etc. He is re- 
sponsible for the Bovie and suction. 
As Dr. Francis C. Grant laughingly 
says: “There should be a special 
place in hell for residents who let 
sucker tips plug up.” (This remark 
was prompted by a plugged sucker 
tip during a demonstration opera- 
tion on color TV during an AMA 
convention in Atlantic City. It cre- 
ated immediate laughter, especially 
among the neurosurgery residents.) 

While the neurosurgery resident 
is jokingly referred to as the “head 
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shrinker,” “head hunter,” or “coco- 
nut cracker,” actually he is the mod- 
ern day version of the “barber sur- 
geon,” the man who cuts the hair 
and shaves the scalp before the op- 
eration. 

He is equally subject to the bar- 
ber’s occupational hazard—varicose 
veins. Spending long hours on his 
feet, in one position, tires his legs. 
His veins become tortured and tor- 
tuous. Few know better than the 
neurosurgical resident how pleasant 
a chair can feel, after a six or eight 
hour operation. When he finally 
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sinks into one, he often takes “sit- 
down relaxation” by dictating oper- 
ative notes on the case, or gets ready 
to see other patients on the hos- 
pital floors. Up again, he prepares 


cases for the next day’s surgery or 
does consultations or neurological 
examinations on ward patients. 

On alternate days he is in the out- 
patient clinic, seeing new patients 
or consultations. Here he must do 
rapid, accurate examinations to rule 
im or out an organic lesion. He 
must determine whether further di- 
agnostic procedures are indicated. 
He becomes adept at back examina- 
tions, because herniated discs will 
account for as much as 50% of his 
practice. 

During his junior years, the resi- 
dent is kept busy with patients in 
the clinics, on the wards, doing 
myelograms, pre- and postoperative 
care, dressings, removing sutures, 
doing lumbar taps and minor block 
injections. 

Evenings are occupied in working 
up new patients, or patients going 
to the operating room the next day. 
And, as is true with most other 
residents, his wife and children may 
look upon him as a stranger when 
he drops in at the house at 9 or 10 
Pp. M.—or later. 

But his busy life has one deep 
and lasting satisfaction: that of ren- 
dering a service few others can per- 
form. 


Private practice 


Private practice of neurosurgery 
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is equally busy, if not more so. The 
solo neurosurgeon, in a small town, 
must do many of the routine hos- 
pital chores, such as pre- and post- 
op care, dressings and diagnostic 
procedures. Much of his time will 
be spent in consultations. One neu- 
rosurgeon in Windsor, Ontario re- 
ports that fully 60% of his practice 
is examining functional patients to 
make sure they have no organic 
lesion before being treated by the 
general practitioner or psychiatrist. 

Perhaps in no other field is con- 
sultation so vital. At one time, the 
scarcity of neurosurgeons necessi- 
tated much travel on the part of the 
few. For example, in December 
1945, at the end of World War II, 
Dr. R. Glen Spurling of Louisville, 
Kentucky, was flown 3.000 miles on 
consultation. At the time he was 
summoned, Colonel Spurling was en 
route by train from Louisville to 
Washington. He was shuttled off at 
Cincinnati. An Army plane awaited 
him. He was flown to Washington 
and thence, with Mrs. George S. 
Patton, to Germany and the bedside 
of “Old Blood and. Guts” General 
George S. Patton, Jr., of Third 
Army fame. General Patton, you 
may remember, was going by jeep 
to Mannheim for a pheasant shoot. 
It was early in the morning, the 
roads were rainy and slippery. An 
Army truck pulled into the highway 
without stopping, and Patton’s car 
collided with it. He was thrown up 
against a cross member in the top, 
and was immediately rendered quad- 
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A 43-year-old newly married 
yeoman was brought to the hos- 
pital with some headache, con- 
fusion, generalized cerebral 
-cizures. The carotid arterio- 
gram revealed a left sphenoid 
ridge meningioma. This was 
promptly removed at surgery; 
the patient did not suffer even 
a transient aphasia, in spite of 
the fact that some of the dis- 
section was adjacent to the 
speech area of the brain. The 
patient went home ten days later 
in high spirits, much more alert 
mentally, and with perhaps 25 
years added to her life. As this 
is written she is vacationing in 
Florida. Yet, she might have 
deteriorated mentally, with her 
life drastically shortened by her 
brain tumor, had it not been 
recognized and treated. 


e found that the General had suf- 
ered a cervical spine fracture-dis- 
ation at C3-C4 above the vital 
hrenic nerve. He remained in at- 
ndance and gave careful diagnos- 
c advice and assisted in treatment 
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wiplegic. He received expert first- 
hid from fellow officers, then was 
ransferred to a Heidelberg hospi- 
al. Within a few hours the late Dr. 
lugh Cairns, noted British neuro- 
urgeon, had arrived and was giving 
him care. Meantime, Colonel Spur- 
ing was on his way from Washing- 
on with Mrs. Patton. (On arriving 


until General Patton suddenly died 
of a large pulmonary embolism. 
Harvey Cushing was once called 


_into consultation by the Army for 


the then Chief of Staff, General 
Leonard Wood, (also a physician) 
upon whom he operated twice for a 
parasaggital meningioma. 

Although formerly it was not un- 
common for neurosurgeons to travel 
50 to 100 or more miles for consul- 
tation, today the number of neuro- 
surgeons is increasing and this is 
no longer necessary. The trend is 
also to bring the patient to the 
neurological center, rather than for 
the surgeon to travel into the out- 
lying communities where technical 
facilities may be limited. However, 
one Texas neurosurgeon still takes 
consultations as far away as 300 
miles. He will take as long as a 
full 24-hour period to make the trip 
for a single consultation. 

Among some of the older neuro- 
surgeons whose opinions are sought 
from a distance are the prominent 
Bronson Ray, Loyal Davis, Leo 
Davidoff, Howard Naffziger, Paul 
Bucy, Winchell Craig, Carl W. 
Rand, and Edgar A. Kahn. 


Neurosurgeons today 


There are an estimated 845 prac- 
ticing neurosurgeons in the U.S. 
According to Leonard T. Furlow, 
M.D., Secretary of the American 
Board of Neurological Surgery, 660 
are Board certified; about 60 new 
men are certified annually. The 
rapid growth of neurosurgery is re- 
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flected in the fact that in 1900 there 
was probably one neurosurgeon, 
Harvey Cushing; by 1910 there 
were only four. By 1950, however, 


small town. Yet its Mayo Clinic has 
one of the largest neurosurgical cen- 
ters in the country because it draws 
referrals from all areas of the U. §. 


the number had grown to 450—and 
today, almost double this number. 

Neurosurgery is approaching a 
phase of saturation, says Dr. Fur- 
low, because from a relative view- 
point there are so few of the older 
men in the specialty. Thus, solely 
by reason of retirement or demise 
of the older surgeons, there are few 
openings for younger men. How- 
ever, the specialty is not over- 
crowded. There is still room for the 
well-trained neurosurgeon since new 
positions are being created in teach- 
ing centers around the nation. 

It has been estimated that the 
smallest town capable of support- 
ing a neurosurgeon is one with a 
population of 100,000; or a “back 
country” population which draws 
this number of patients. Yet, in ap- 
parent contradiction of this esti- 
mate, today’s trend is for neurosur- 
geons to go into smaller cities of 
less than 100,000 and enjoy a pros- 
perous practice. For example, San 
Jose, Calif. (pop. 70,000) has three 
neurosurgeons as has Fresno, Calif. 
(pop. 60,000). Bay City, Mich. 
(pop. 50,000) has one; Santa Bar- 
bara, Calif. (pop. 55,000) has three. 
Thus, the size of city does not ap- 
pear to be as important as the type 
of practice and medical specialists 
available which might draw from 
other areas to a smaller center. For 
instance, Rochester, Minnesota, is a 


and foreign countries. 


Not Without Hope 

Recently, a 13-year-old boy, 
struck by a car while on a cross- 
country trip from Detroit to 
California, was brought to our 
hospital unconscious, with right 
hemiplegia, right Babinski, ocu- 
lar nerve palsies, and x-rays 
showed a left parietal fracture. 
He lay in coma for seven weeks, 
During this time, many of the 
hospital personnel gave up hope 
completely. But the  neuro- 
surgeons continued to treat him 
and continued to offer the only 
possibility of hope to the be- 
reaved grief-stricken parents. 
After burr holes were made to 
rule out a subdural hematoma, 
careful nursing care was main- 
tained. After the seventh week, 
he began to arouse. In another 
week, he was awake, alert and 
recognizing his parents. At the 
end of three months, he re- 
turned to our clinic looking like 
a new lad, with only a residual 
6th nerve palsy and slight per- 
sonality change, which was re- 
sponding to psychiatric guid- 
ance. 

It would be impossible to put 
into words the feelings of his 
parents and the nurses on the 
floor who saw him walk out of 
the hospital. 
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‘here are several types of prac- 


tic: available to the neurosurgeon. - 


Solo practice is quite strenuous, 
meaning 24-hour-call from referring 
physicians and patients. It is en- 
joyed by some men who prefer 
smaller communities. But they must 
flee town for a rest. 

Partnership of two neurosurgeons 
of equal training and comparable 
age, lends itself to time off. The 
surgeons can alternate night and 
week-end calls, thus giving more 
time for home and family. Also 
more time for vacations, medical 

It also offers ready con- 
sultation on problem cases. One 
alifornia partnership of this nature 
yorked out especially well, since 
each of the partners had, in turn, 
0 go into the Service. While one 
as away, the other kept the prac- 
ice intact and supplemented the 
Service salary of the other. 

Group practice among neurosur- 
geons is growing more popular. If 
all have similar training, this can 

e a desirable set-up. They can ro- 
ate their work in the hospital, office, 
pr distant consultations. They have 
more time for medical meetings, 

titing detailed reports to referring 
physicians, and the other, seemingly 
endless details that come with the 
eurosurgical practice. 

One group of Oklahoma neurosur- 
Eeons even rotate on the same op- 
pration. For instance, on a lengthy 

eningioma, one surgeon will start 
he case, operate for two or three 


hours, drop out as his colleague 
steps in for two hours or so. Finally, 
the third man will finish the case. 
None of the men are exhausted at 
the end of the day, and actually, the 
patient has had a fresh technician 
operating upon him throughout the 
entire procedure. That’s carrying 
teamwork and group practice to its 
ultimate, I should imagine. 

Since neurosurgery is pretty much 
teamwork, and since many a small 
community does not offer residents 
or assistants, the group type of prac- 
tice or partnership is a great help 
in sharing the work-load. It is es- 
pecially valuable in problem cases 
where another neurosurgeon’s opin- 
ion is often helpful and comes as a 
considerable morale builder. 

Finally, there is the clinic or large 
institution type practice, either pri- 
vate or in connection with a univer- 
sity medical school or medical cen- 
ter. Usually on a salary basis, this 
may appeal to younger men getting 
started, since at least financial wor- 
ries will be minimal; no payroll to 
meet, no concern over setting up an 
office or waiting period to build a 
practice. The trend is not neces- 
sarily toward institutional practice 
in large clinics such as the Mayo 
Clinic or Lahey Clinic. Rather, 
neurosurgeons are moving into the 
smaller communities as the popula- 
tion of the country spreads and 
builds. 


Future potential 


The future “market” for neuro- 
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surgeons is hard to predict. But 
using the yardstick of one neuro- 
surgeon needed for each 100,000 
population, the country should be 
able to absorb 1,600 neurosurgeons. 
We now have about half this num- 
ber. 

With 60,000,000 automobiles on 
the road and ten percent of these 
involved in accidents, we have some 
1,500,000 injured each year. The 
need for the neurosurgeon for 
trauma is bound to increase.’ It is 
estimated in a study by the Auto- 
motive Crash Injury Research team 
at Cornell University Medical School 
that seventy percent of all seriously 
injured in automobile accidents 
have head injuries, eight percent, 
neck injuries, and ten percent of 
these will require neurosurgical pro- 
cedures.?: 

Certainly the trend toward a more 
sedentary life for many Americans, 
coupled with an increase in push- 
button living, is contributing to 
weak backs and degenerated discs, 
with a higher incidence of ruptured 
nucleus pulposus. It is safe to say 
that everyone at one time or another 
will have a backache; and among 
the most common causes of back- 
ache with or without sciatica is in- 


. Shelden, C. Hunter, “Prevention, The Only 
Cure For Head Injuries Resulting From Auto- 
= Accidents, JAMA 159 :981-986, Nov. 5, 
955. 

. Fisher, Russell S., Legal Medicine Column— 
*“*Automobile Injuries,"’ Current Medical Di- 
gest, October 1955, p. 59. 

. Lisle, A. C. Jr., “Management of Head In- 
Modern June 1, 1955, 

96 from “The Di Ti 


of 
fiead Injuries,"” Am. 21:117-123, 1955. 


tervertebral disc pathology. 

@ The challenge of brain tumors 
is the challenge of cancer itself 
This will need further investigation 
and research by neurosurgeons in 
the future, if we are to improve ow 
statistics. 

@ Vascular surgery in the realn 
of neurosurgery is new, but hold 
promise. Especially is this true in 
carotid artery disease, where endar. 
terectomy has already been success. 
ful, and homograft may, in selected 
cases, help internal carotid insuffi. 
ciency. 

© New operations are coming into 
the limelight. | Hypophysectomy, 
popularized by Professor Herbert 
Olivercrona of Scandinavia and 
Bronson Ray, in the U.S., offers re. 
lief from pain and some retardation 
of tumor growth in metastatic car- 
cinoma of the breast. It represents 
a new procedure which holds prom: 
ise. It has also been used in se- 
lected cases of severe diabetic 
retinopathy, and uncontrolled 
venile diabetes. 

@ New hope and release from in- 
tractable rigidity and tremor has 
been offered an estimated one mil- 
lion Parkinsonian patients with the 
injection of the globus pallidus with 
alcohol (chemopallidectomy) as re- 
cently described by Irving S. Cooper 
of New York. 

@ The wartime needs for neuro- 
surgeons increases tremendously. 
what with peripheral nerve injuries. 
and wounds of all varieties to the 
central nervous system. 


Resident Physician 


a> 


| 
| i, 
| 
: 
4 
- 
| 
| 
. 
| Ps 
{ 
| 1 4 
2 
| 
3 
132 | 
4 


-ealm 
holds 
ue in 
ndar- 
ected 


into 
tomy, 
rbert 

and 
rs Te 


ation 

hd 

Donnagesic 

| * 

n 

Extentabs 

| ju tended action tablets of CODEINE with DONNATAL® 

~~ O.. DONNAGESIC Extentab gives 10 to 12 hours of steady, high- 
“ee level codeine analgesia. Rebuilding of effective analgesia with repeated 
mil doses is avoided. Patient comfort is continuous. fe 

h the There is more pain relief in DONNAGESIC Extentabs than in codeine 
with alone — codeine analgesia is potentiated by the phenobarbital present. 

's re Phenobarbital diminishes anxiety, lowering patient’s reactivity to pain. 

yoper DONNAGESIC is safer, too, for codeine side effects are minimized by the 

peripheral action of the belladonna alkaloids. 

Extended action —The intensity of  DONNAGESIC Ne. 1 (pink) DONNAGESIC No. 2 (red) 

nusly, effects smoothly sustained all-day CODEINE Phosphate. . .48.6 mg. (34 gr.).. .97.2 mg. (1% gr.) 

uries, or all-night by each DONNAGESIC 


Hyoscyamine Sulfate.......0.3111 mg..........0.3111 mg. 
Extentab is equivalent to, or greater 
than, the maximum which would be Atropine Sulfate ..........0.0582 mg... seg +++ 0.0582 mg. 
provided by q. 4h. administration of Hyoscine Hydrobromide.....0.0195 mg........ - 0.0195 mg. 
one-third the active ingredients. Phenobarbital .......48.6 mg. (% gr.). .. .48.6 mg. (% gr.) 


» the 


A. H. ROBINS CO., INC., RICHMOND, VIRGINIA 


REG. U.S. PAT. OFF., PAT. APPLIED FOR. 


al 
4 
Ys Vij 
4 
vA 


Average neurosurgeon 

In a recent survey, the median 
age of certified neurosurgeons was 
forty-five. The average age for 
diplomates of all boards was fcrty- 
eight. Only anesthesiologists were 
younger—forty-three. 

He worked harder than anyone 
else. In a study of hours worked 
by various specialties, neurosurgeons 
headed the list at 65 hours per week. 
The nearest runner-up was the pe- 
diatrician at 62 hours. The average 
of all doctors—58. 

The income of neurosurgeons in 
1949 was reported as the highest of 
all groups—$24,000 before taxes. 

“From the foregoing,” says Wil- 
liam J. German in his presidential 
address to the Harvey Cushing So- 
ciety meeting in 1953, “it would ap- 
pear that the present neurological 
surgeon is a young man who is 
over-worked and over-paid. He has 
a little-better-than-even chance of 
retiring before he dies. . . .” 

Professor Herbert Olivecrona visit- 
ing this country, was asked if he’d 
give a few words of advice to the 
young neurosurgeon. His advice: 


“Don’t work so hard!” 


Neurosurgical societies 

After the neurosurgery resident 
has completed his hospital training 
time, practiced two years and passed 
his American Board of Neurologi- 
cal Surgery, he is eligible for mem- 
bership in the Harvey Cushing So- 
ciety. This society, named in honor 
of its patron, was organized Octo- 
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ber 10, 1931. There were 30 charter 
members. (Its first event was an 
operative clinic conducted by Dr. 
Cushing at the Peter Bent Brigham 
Hospital.) Since 1932, the society 
has met annually, with the exception 
of 1945 when the meeting was can- 
celed because of World War II. 

Originally, this society was an ex- 
clusive organization, limited to a 
small group. Recently, it has been 
opened to all Board members, and 
at present, according to its secre- 
tary, Dr. David L. Reeves, of Santa 
Barbara, California, there are 486 
members, which makes it the largest 
organization of neurosurgeons. In 
1944, the first issue of the Journal 
of Neurosurgery appeared under the 
auspices of the Harvey Cushing So- 
ciety, and serves as official voice of 
the society. 

Another popular organization is 
the Congress of Neurological Sur- 
geons. It numbers some 344 mem- 
bers; Dr. Philip D. Gordy of Wil- 
mington, Delaware was its recent 
membership chairman. 

A smaller, but highly active group 
of younger neurosurgeons, most of 
whom are under forty-five years of 
age and have completed the Board 
requirements, are members of the 
Neurosurgical Society of America. 

One of the nice features of the 
conventions of these societies is the 
delightful spots they select for meet- 
ings. For example, last year’s Harvey 
Cushing meeting was held in Hono- 
lulu, Hawaii; the Neurosurgical So- 
ciety of America held its 1957 meet- 
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ing in January at Palm Springs, 
California. Quite naturally, many 


members stay over a bit longer than 


the convention when making a vaca- 
tion-medical meeting trip to such 
pleasant localities. 


Hopeful prognosis 

To the young resident who wishes 
to accept a challenging career in a 
field that is rapidly enlarging its 
scope, and: yet has some discourag- 
ing features, neurosurgery is a 
promising one. Certainly, men who 
are willing and professionally 
equipped to offer hope to the hope- 
less are needed today. 


Rewards 

The personal satisfaction of re- 
lieving patients in excruciating pain, 
suffering from mental confusion, 


and bringing them back to alert and 
renewed life is the greatest reward 
the neurosurgeon enjoys. He has, of 
course, prestige among his col- 
leagues in medicine and surgery, and 
the public at large. As indicated, his 
financial rewards are generally very 
good. 

The period of a neurosurgery 
resident’s training is one of hard 
work, long hours, long years of 
study and, like other residencies, 
personal sacrifice. But the joy in 
doing a job of precision that few are 
otherwise trained to do is a lasting 
satisfaction. His future as a neuro- 
surgeon is: certain to be one of 
fascination, and mystery, challenge 
and hope. 

And his opportunity for accom- 
plishment is something which, for 
most any man, is reward enough. 


It All Depends... 


When one’s all right, he’s prone to spite 
The doctor’s: peaceful mission; 
But when he’s sick, it’s loud and quick 
He bawls for a physician. 
Eucene Fietp (1850-1895) 
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Competitive Restrictions 


in Your Private Practice 


As an assistant to a physician in private practice or as 


Forensic Medicine 


a new member in a partnership, you will probably be 
asked to sign an agreement not to practice on your 
own in the area. Here’s how the courts view these 
contracts and how the law attempts to protect the 
community, the established doctor and the rights of 


the young physician. 


T, the resident physician, compe- 
tition in private practice is a phrase. 
It may have a disturbing, vaguely 
unpleasant connotation to you. But 
your understanding and awareness 
of this particular “business aspect” 
of medical practice is usually limited 
because of your training years spent 
in the atmosphere of hospital team- 
work. 

This is as it should be. 

Yet, from the moment you begin 
your search for an opening of your 
own, either in a group, as an asso- 
ciate in an existing practice, or for 
a location for solo practice, you 
will face the fact of competition, a 
reality of professional medical prac- 
tice. 
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George A. Friedman, M.D., LL.M. 


Whether competition in medicat 
practice is a good thing, a bad thing, 
or a workable mixture of both is not 
the point. It exists. You will have 
to deal with it. Certainly, then, you 
would be wise to acquaint yourself 
with some of the facts about this 
phenomenon before you are in it up 
to your neck. 

What follows is a review of certain 
legal views of this competition and 
dealing specifically with the agree- 
ment between you and the physician 
or physicians with whom you will be 
associated in your initial practice. 


Bond forfeiture 


What is nature of this agreement 
and how does it work? 
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To find the answer, let’s look at 
an actual court case involving an 
agreement between an established 
physician and his “employee,” a 
young doctor who assisted him. 

This first example dates back 
more than 160 years. In 1793, an 
English physician, Dr. Davis, en- 
joyed a prosperous practice in Thet- 
ford, England, one which he had 
developed over a number of years. 
Needing an assistant, he hired a 
young doctor as “surgeon, apothe- 
cary and man-midwife.” He insisted 
that the new assistant sign an agree- 
ment and take out a money bond 
which guaranteed that the young 
physician, after leaving his em- 
ployer, would not practice medicine 
for a period of fourteen years within 
a ten mile radius. 

Two years later, the young doctor 
was discharged and immediately set 
up an office in the same town. 

Dr. Davis sued. The court upheld 
the suit, finding against the young 
doctor who was forced to forfeit his 


bond. 
Injunction 


The problem today is the same as 
it was a century and a half ago. 
Unwanted competition presents it- 
self from someone who has learned 


“secrets most intimate;” who has 
been introduced to and treated pa- 
tients; and who established commu- 
nity standing by virtue of his op- 
portunity to practice.medicine with 
an experienced physician.” 

Suit is brought usually to enjoin 
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the employee from practicing medi- 
cine rather than to have him forfeit 
a fixed sum of money. 

Injunction is the remedy usually 
sought since the violation of the 
contract is a continuing one. (Dam. 
ages are difficult to ascertain and 
the harm of continued competition 
can best be controlled this way.) 

At first blush a physician mighi 
recoil from the suggestion that he is 
a “monopolist” or is “restraining 
trade”® or is otherwise carrying on 
practices that are incompatible wit! 
our system of free enterprise. Tre- 
ditionally these have been terms that 
have been largely attributed to pre- 
datory captains of industry intent 
upon amassing wealth and power. 
Further, does not the physician look 
upon himself as an individual who 
depends for the most part upon hi: 
own skill and judgment? 


Geographic area 


At early common law, all re- 
straints of trade were illegal. The 
landmark case of Mitchel v. Reyn- 
olds decided in 1711 held that though 
all restraints of trade were presumed 
bad, it devolved upon the court in 
each case to decide whether the con- 
tract should be upheld. A distinc- 
tion was drawn between general and 
partial restraints; the test is whether 
the restraint attempts to get rid o! 
competition without any direct bene: 
fit to the person making the prom 
ise.» The court here said “what doe: 
it signify to a tradesman in London 
what another does at Newcastle?” 
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The implication follows that the 
geographic area of limitation must 
have a reasonable relationship to the 
required protection. 

For example, a doctor has an es- 
tablished practice in Las Vegas, 
Nevada. He sells this practice and a 
promise is extracted from him not 
to practice medicine anywhere in the 
United States. Is there any reason- 
able relationship between the obli- 
gation of the seller and the rights 
acquired by the buyer? Hardly. 
Suppose, however, that the agree- 
ment was that the seller should not 
practice in Las Vegas and its en- 
virons. There is no question that as 
to the space or area limitations the 
restraint is partial and reasonably 
necessary to protect ihe interest of 
the purchaser.®* 

What about the time element in 
the covenant? If the agreement does 
not specify the period the restraint 
‘s to be in force, the courts are split 
as to its validity. 

Most courts say that the time ele- 
ment is a minor consideration and 
give it rather little weight. 
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A few courts hold that an un- 
limited time is an unreasonable re- 
straint of trade and void.°» 

Suppose that instead of buying 
out the Las Vegas’ practitioner’s 
practice the practitioner, the only 
physician in town, pays the new- 
comer to leave and includes the 
same restriction. Obviously this 
would be a void agreement since its 
specific purpose is to create a mon- 
opoly.® 

Thus the courts have distinguished 
between what are known as ancillary 
and non-ancillary restraints.’ If the 
restraint is part of the contract of 
sale, employment or partnership the 
courts apply the rule of reason (will 
look to the circumstances) to see 
whether the restraint is valid or not, 
e.g., our Las Vegas doctor who sold 
his practice. However, if the re- 
straint is a bare agreement not to 
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compete, then it is per se invalid and 
court will not look to the surround- 
ing circumstances. (Most cases that 
involve physicians indicate a high 
regard for competition and have 
been found to be ancillary re- 
straints. ) 


Restrictive covenants 


The term “covenants in restraint 
of trade” includes professions.* 
While the selling of a business in- 
volves tangibles such as stock, ma- 
chinery and real estate, the selling 
of a practice involves the name, 
reputation and contacts that the phy- 
sician has built in the community. 
In business there is the intangible 
known as good-will? represented to 
the public by a particular trade- 
mark or trade name.’° 

Thus in business the purchaser is 
willing to pay for this good-will only 
if there is a reasonable expectation 
that he will reap the fruits of his 
bargain. The buyer will insist that 
the seller agree not to compete with 
him which is the assurance that the 
seller will not entice his former cus- 


tomers away.'! As long as the con- 
tract is limited to the area in which 
business is being done by the seller 
it is not open to serious challenge. 

In 1949 a physician purchased a 
hospital from two doctors who were 
brothers. As part of the contract of 
sale the vendors agreed not to set 
up a hospital within the county for 
ten years. They were-given permis- 
sion to attend patients within the 
county from an office in a con- 


tiguous county. However, the broth. 
ers in violation of their covenant es- 
tablished a hospital. Suit was 
brought for an injunction to restrain 
defendants from continuing this vio- 
lation. The Georgia court quoted 
from an early case: 

“A distinction exists between that 
class of contracts binding one to de- 
sist from the practice of a learned 
profession, and those which bind one 
who has sold out a mercantile or 
other kind of business, and the good- 
will therewith connected, not to 
again engage in that business. In 
the former class there should be a 
reasonable limit as to time, so as 
to prevent the contract from oper. 
ating with unnecessary harshness 
against the person who is to abstain 
fram practicing his profession at a 
time when his so doing could in no 
way benefit the other contracting 
patty... 

The court then concluded that the 
space and time limitations in the 
contract were reasonable. However, 
the court had to consider the ques- 


tion of public policy that was in- 
volved in the shutting down of de- 
An affidavit had 
been submitted by a physician to 
the effect that the public would be 
injured by insufficient medical at- 
tention. Furthermore, a joint affida- 
vit was filed by many residents of 
the county to the same effect. The 
that 
any real public harm would result, 
rejected this defense and then is- 


fendant’s clinic. 


court remained unconvinced 


sued the injunction." 
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A physician owned and operated 
a hospital in Floyd County, Ken- 
tucky, which he then subsequently 
sold to a corporation whose stock 
was held by six physicians. He was 
granted hospital privileges after the 
sale but agreed not to erect another 
hospital within the county. He then 
proceeded to erect a hospital three 
hundred yards from the Floyd 
County line in the adjacent county. 
First, in the suit the court enun- 
ciated its basic philosophy in rela- 
tion to restrictive covenants: 

“Contracts in restraint of trade or 


| 
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competition are not looked upon 
with favor by the law. Though : 
contract of the character and extent 
of that now before us is not pro. 
hibited, the law will not lend aid 
to its enforcement unless it is. .. 
(a) Merely ancillary to the main 
purposes of a lawful contratt, 
(b) necessary to protect the cov. 
nantee in the enjoyment of 
the contract, or to protect 

him from the dangers of a 

unjust use of those fruits by 

the other party, 

(c) for a just and honest pur 

pose, 

reasonable as between the 

parties, 

(e) not prejudicial or specially 
injurious to the 
public interest. 

(f) or does not tend 
to suppress 
competition not 


(d) 


create monop- 
oly.” 


Hospital business 


In applying these 
principles the court 
held that while a hos 
pital is a quasi-public 
institution it is still 3 
business, and the con 
tested agreement wa 
one which was nol 

made primarily to suppress compet: 
tion. In addition, the court said thal 
though the seller-physician had com 
plied with the letter of the law rr 
garding the geographic 
of the hospital that he built, it ha 
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been deliberately placed in a stra- 
tegic position. It was designed to 
take advantage of a closer location 
to the mines which supplied a source 
of patients under contract-for-treat- 
ment which had been granted by the 
physician to the plaintiffs. It ap- 
pears that the seller-physician was 
a prominent member of the commu- 
nity and enjoyed being county judge 
as well. About four-fifths of his pa- 
tients came from Floyd County. He 
had also enticed employees and 
nurses from the old hospital. Good- 
will includes, said the court, the im- 
plied obligation not to solicit trade 
or old customers or to do any act 
interfering with the purchaser’s use 
and enjoyment of the profession 
bought.*5 By accepting business 
from Floyd County, the doctor was 
clearly violating his contract. He 
was enjoined by the court from 
owning or operating a hospital in 
which he treated patients from 
Floyd County. 

In another case involving the sale 
of practice, the defendant doctor 
asserted that the California statute 
permitted certain restraints to be ap- 
plied to “business” but urged, that 
these did not apply to the “profes- 
sions.” This stand was properly re- 
jected by the court which held that 
business and profession had the 
same meaning with respect to the 
statute.'® 


Partnership agreements 


Partners may agree not to com- 
pete with the partnership: 


(1) When the partnership is be- 
ing formed. 

during the life of the partner. 
ship, and 

upon dissolution of the part- 
nership or retirement of one 
of the partners. Here the re. 
tiring partner sells his share 
of the good-will owned by 
the partnership.'7 

A case was decided in Illinois in 
June, 1955.18 The defendant physi- 
cian was a member of a twelve doc: 
tor partnership. The articles of 
partnership bound him, if he with- 
drew, not to practice medicine for 
five years in a twenty-five mile ra- 
dius of the town. He did withdraw 
and resumed practice almost imme- 
diately in the same town. Suit for 
injunction was brought by the re- 
maining partners. The defendant- 
physician asserted that the contract 
was invalid as contrary to public 
policy. 

First, the court rejected the pub- 
lic policy defense as it related to 
the contract itself and held that the 
agreement was ancillary to the main 
partnership contract. It was reason- 
able since it was limited in both 
area and time. The court discussed 
the public policy argument: the 
effect the restraint would have on 
the medical care of the community. 
Said the court, there is no proof 
that in a city of 90,000 which had 
70 doctors this restraint on one doc- 
tor would in any way impair medi- 
cal service in the area. The injune- 
tion was granted. 


(2) 
(3) 
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Two physicians in partnership 


owned a hospital. They inserted a 
provision in their agreement that if 
the partnership became unsatisfac- 
tory, the defendant would either buy 
out or sell out to the plaintiff and 
refrain from practicing within a 
hundred miles for five years. De- 
fendant claimed that the sale of the 
hospital did not include the sale of 
good-will but this in effect was re- 
jected by the court. Another de- 
fense interposed was that the Okla- 
homa statute only permitted these 
restraints within certain cities or 
counties. Interpreting the statute in 
common-sense fashion the court held 
the restraint void only to the extent 
that it exceeded the geographic area 
allowed by the statute.?® 

In another case a doctor sued for 
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payments which he alleged were due 
him from another physician under 
the terms of a contract. The de- 
fendant was obliged to pay the 
plaintiff for not practicing within 
the city of Chicago. When the plain- 
tiff had a protracted illness and an 
established practice he took in a 
young doctor. By the terms of the 
partnership agreement the plaintiff 
was required to practice only with 
defendant if he chose to practice in 
Chicago. In upholding the terms of 
the agreement, and the obligation of 
the defendant to make the required 
payments, the court held that this 
was only a partial restraint since it 
was limited to the city although it 
was unlimited as to time.?° 
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Employee agreements 


Unless the employee has been en- 
trusted with trade secrets or become 
intimate with customers there is 
strong authority to question whether 
restraints on employees are reason- 
able.24_ An employer merely buys 
services and the question arises as 
to whether he should be protected 
from competition by a former em- 
ployee. 

There are social and public policy 
reasons for viewing these restraints 
as unfavorable. If the restriction 
dictated at the time of employment 
is carried out it would eventually 
force the employee to leave the area. 
At an early stage in a career the 
employee further is at a disadvan- 
tage in bargaining power. The com- 
munity is made to lose an energetic 
member who would be desirous of 
continuing his career there. 

This can be distinguished from 
the case where a business is sold 
since here the community loses a 
member who no longer desires to 
continue a certain pursuit and who 
is recompensed for his inactivity.2? 

Notwithstanding these policy con- 
siderations most courts uphold the 
restraint when it involves a “doctor- 
employee.” The reasons are explic- 
itly.set.forth in a Minnesota deci- 
sion: 

“But the trouble is, in the profes- 
sions, that without solicitation and 
with even meticulous good faith on 


the part of the employee, the good 
will and establishment of the em- 
ployer will be substantially impaired 


the moment the employee, who has 
served faithfully and well, begins 
competition with him. 

Therefore, it is only reasonable 
protection of a legitimate interest 
for a professional man, about to em- 
ploy another on such terms as to 
give the latter access to the ac. 
quaintance and confidence of his 
clients, to require of the employee 
a@ covenant not to enter into compe. 
tition with the employer for a rea- 
sonable time after the relationshiy 
is terminated.” 
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ide effe 


Breach of faith 


In an Iowa case** elements of 
breach of faith on the part of the 
employee were alluded to: 

“We have here a case where a 
man with an established practice 
takes in another member of the 
same profession, into his employ 
under a written agreement such a: 
was made in this case that, at the 
end of the year for which he was 
employed, second party seeks to 
take advantage of his employer hav- 
ing introduced him to his employer's 
business, his patients, trusted him 
with all facts and references to 
cases, and then when the new con- 
tract is talked over he makes im- 
possible conditions, or what looks 
impossible to his employer; he takes 
advantage of all this knowledge he ] 
has gained through his association 
with the doctor, for which he has Lal 
been fully paid, and violates the 
terms of his contract, and asks to be 
allowed to violate it with impunity.” -f 
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A physician practiced in Roches- 
ter, Minnesota, and hired the de- 
fendant to assist him in the spe- 
cialty of eye, ear, nose and throat. 
As his reward the defendant was to 
receive fifty percent of the receipts 
from his department. The contract 
was subject to termination by either 
party on thirty days notice. After 
two years the assistant was given 
his notice and he set himself up in 
practice contrary to his covenant not 
to do so within three years and 
within twenty miles from Rochester. 

The court first had to decide 
whether a physician could require 
as a condition of employment the 
promise that the employee would 
not enter into competition with him. 

To the defense that if there should 
be restraint it should be only to 
“unfair competition,” the court an- 
swered that the plaintiff had a legiti- 
mate interest to protect — thirty 
years of active practice; that the 
restraints were reasonable as to both 
time and area and due to the in- 
evitable personal contact with pa- 
tients any competition is, in effect, 
unfair competition. The court went 
on to add that it saw no distinction 
to be drawn between this restraint 
and one involving a retiring partner 
or the sale of a business.24* Injunc- 
tive relief was necessary because the 
“physician-employer” — “physician- 
employee” relationship was such 
that substantial injury would befall 
the plaintiff from the breach. 

In a Texas case recently the de- 
fendant, an orthopedic surgeon em- 


ployed by a clinic, was required not 
to practice in Lubbock County for 
an unlimited time. The territorial 
limitation was held valid and the 
time was reduced to three years by 
concession of the plaintiff. On ap. 
peal, the Texas Supreme Court 
affirmed and declared that the dura- 
tion of the restraint would be limit. 
ed to what would appear to be rea. 
sonable under the circumstances.” 

In another Texas case an ageo- 
ciate was hired for two years ‘to 
operate a clinic but was then dis- 
charged without being given the 
requisite thirty days notice. He then 
set up his office in the same town 
despite his covenant not to do s0 
for one year. His former associate 
brought suit. However, relief was 
denied for two reasons: (1) Equita- 
ble relief is not open to plaintiff 
since he breached the contract first 
and did not have “clean hands”; 
(2) the restraint was too great since 
“amount of territory was too inclu- 
sive, and the prohibition, therefore. 
too harsh and unreasonable, and 
against public policy.” 27 

In a second case involving the 
same plaintiff, the associate had 
evolved a plan to breach his con- 
tract and to take plaintiff’s patients. 
Not only did he contact the patients 
during his employ but he circular- 
ized them after he left telling them 
of his new office. Here the court held 
that a county-wide restraint was rea- 
sonable since patients came from all 
over the county. The court distin- 
guished the earlier case by pointing 
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out (1) that there the patients did 
not come from all over the county 
and (2) the restraint would have in- 
cluded the city of Houston although 
the clinic was located in a small 
town.?® 

Public policy was involved in a 
Mississippi case involving a time 
limit of five years and an area re- 
straint of the city of Greenville: ?° 

“The limitations of time and space 
are undoubtedly here reasonable, 
and the evidence discloses that the 
public interest will not suffer there- 
by for the reasons that the number 
of physicians in Greenville is amply 
sufficient for the rendition of neces- 
sary medical services to the citizens 
thereof and of its vicinity, and that 
no monopoly was either contem- 
plated by the contracts or will result 
from their enforcement.” 


Size of area 


In a Kansas holding,®°® the court 
was faced with a restriction involv- 
ing a hundred mile radius from the 
city of Hutchinson. Instead of strik- 
ing this down as unreasonable the 
court decided that the area was 
divisible. It adopted the modern 
view that territorial restraints will 
be enforced to the extent reasonably 
necessary to afford protection to the 
established profession. 

It was found that an area of fif- 
teen miles was sufficient and to pro- 
tect this interest an injunction was 
issued to that extent. 

In a recent New York holding it 
became apparent that this state fol- 


lows the majority view. The defend- 
ant was employed by plaintiff as as- 
sistant in his urological practice in 
order to enable defendant to become 
qualified as a diplomate of the 
American Board of Urology. He 
agreed not to practice in the area 
serviced by his employer. When he 
left the employ he set up an office 
outside the area and served patients 
within the restricted area. Only two 
questions were asked by the court: 
(1) Is an injunction necessary to 
protect the plaintiff’s property and 
good will? and (2) Is it unreason- 
able or unjust to defendant? The 
injunction was issued.*? 


Specific provisions 


Caution must be exercised in those 
jurisdictions whose statutes have 
specific provisions relating to re- 
straints of trade. In North Dakota 
the plaintiff lost because the dentist 
he had hired for five years and who 
left his employ after two years was 
held not within the exemption found 
in the statute. The statute generally 
prohibited contracts in restraint of 
trade but permitted them (1) where 
there is a sale of a business or 4 
profession or (2) partnership agree- 
ments. It was held that an employee 
does not come within either classifi- 
cation and is not bound by the ille- 
gal restraint.®° 


Conclusion 


While courts generally are op- 
posed to restraints of trade, where 
the sale of a professional practice 
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or a partnership or employment con- 
tract is involved the restraint will be 
upheld if it is reasonable in its terms 
and in its operation. 

Public policy, community welfare 
and the social good all bend to the 
sanctity which courts have given to 
contractual obligations. 

The older practitioner must be 
protected from “unfair” competition. 
The younger man must be given an 
opportunity to acquire skills and 
knowhow, especially in the area of 
specialized practice. 

The law attempts to weigh all fac- 
tors and arrive at a solution just to 
the litigants and good for the wel- 
fare of the community. 
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Oh, him? He's the new pathology resident! 
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ARMY 


WASHINGTON REPORT 


News items of special interest to residents and reserve medicai 
officers, reported directly to your journal by the Army, Navy, Air 
Force, Veterans Administration and the Public Health Service. 


Government medical service 


DEFERMENT AVAILABLE... 
The Army has a limited number of 
vacancies for deferment available 
under the Armed Forces Reserve 
Medical Officer Commissioning and 
Residency Consideration Program. 
These vacancies were created by 
those residents who elected to com- 
plete their active duty service obli- 
gation before going on with their 
training. Those selected will be 
recommended for deferment to com- 
plete the minimum training require- 
ment of the appropriate American 
specialty board. Selections are lim- 
ited to those now in approved resi- 
dency training who were graduated 
from medical school in 1953, 1954 
or 1955. 

Applications are particularly 
sought from residents in Anesthesi- 
ology, Cardiology, Neurological Sur- 
gery, Obstetrics and Gynecology, 
Ophthalmology, Otolaryngology, Pa- 
thology, Pediatrics, Public Health 


or Industrial Medicine, Pulmonary 
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Diseases, Psychiatry, Radiology and 
Urology. Inquiries may be address- 
ed to The Surgeon General, Depart- 
ment of the Army, Washington 25, 
D.C., Attention: MEDCM-PA. 


MADIGAN RESIDENCY .. . 
With the approval of its first resi- 
dency program to be instituted July 
1, 1957, and projected plans for 
several additional residencies now 
being completed, Madigan Army 
Hospital, Tacoma, Washington, is 
scheduled to become one of the 
Army’s important teaching hospi- 
tals over the next five years. 

The hospital’s initial residency is 
a three-year, fully approved pro- 
gram in obstetrics and gynecology; 
a pediatric residency is among 
those being readied for the near 
future. 

First residents at Madigan are 
expected to begin training January 
1, 1958. The hospital has an intern- 
ship program. 


> 
R 
or 
“ct 
Id 
er 
ts, 
rot 
pul 
D 


NUCLEAR SEMINAR .. . The research will be discussed. 
Navy’s reserve research program ® Prominent speakers from thie 
will sponsor a nuclear science semi- Brookhaven National Laboratory 
nar at the Brookhaven National and other civilian as well as military -iruc 
Laboratory, Upton, Long Island, organizations will participate in the lessi 
New York, May 27, 1957. seminar. Navy 
Reserve research personnel may ® Tours of the radiation facilities Ce 
attend the seminar, the theme of and laboratories at Brookhaven will tory 
which will be “Life Sciences and be conducted as well as demonstra. cal 
Atomic Energy,” under quotas au- tions, movies and informal consulta- grow 
thorized for Naval Districts 1, 3, tions with investigators at labora- and 
4, 5, 6 and 9. Priority will be given tories of special interest to individ- on t 
to members of the reserve research uals. servi 
program. Fourteen days active duty Secret clearance is required and cal | 
for training is authorized. should be stated in the active duty al s 
The program will offer the follow- for training orders. pital: 
ing: Housing and messing is available J} mobi 
@ Certain fundamentals of atomic at Brookhaven, except in the case Th 
energy will be reviewed as a basis of those officers who might bring B tive | 
for the more technical talks in the their wives. In the latter case in- B carri 
field of life sciences. formation on nearby motels and — point 
@ Lectures will be presented or other outside accommodations will B ment 
biomedical problems related to deto- be furnished on request. nel 
nation of nuclear devices from both Also available on request is de- plete 
the military and civil defense as- tailed information on train sched- § have 
pects. ules, recreation facilities at Brook- § roll i 
@ Radiation hazards from the deto- haven and nearby south shore § V/LI 
nation, close-in fallout and world- (ocean) and north shore (Long § upon 
wide fallout, protective measures, Island Sound), and on other item: § comp 
decontamination, instrumentation; of general interest. Address re- § 10816 
acute affects of penetrating radia- quests for this information to the ff} cours 
tion, beta burns of the skin, long Commanding Officer, Naval Reserve 
term effects—internal absorption of Company 3-9, Brookhaven National | RESI 
isotopes, genetic effects and han- Laboratory, Upton, New York. The § How 
dling of mass casualties. Reserve Medical Program Officer of § Reser 
@ The use of isotopes in medicine your Naval District will assist you J questi 
— diagnostic and therapeutic— and _ in obtaining active duty for training ical 
their use in biological and medical orders to this seminar. answe 
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CRIENTATION COURSE... 
This course, NavPers 10943-A, is 


iesigned to acquaint the enrollee 


»ith the responsibilities, functions, * 


iid facilities of the Navy medical 
aad dental services. It provides in- 
-iruction in the application of pro- 
fessional abilities and practices to 
\avy requirements. 

Course material includes the his- 
tory of the development of the Medi- 
cal Department; organization and 
growth of the Bureau of Medicine 
and Surgery; detailed information 
on the organization, facilities and 
services of the National Naval Medi- 
cal Center, naval hospitals, hospi- 
tal ships, infirmaries, station hos- 
pitals, dispensaries, and field and 
mobile hospitals. 

The course consists of two objec- 
tive question type assignments and 
carries six Naval Reserve promotion 
points and six non-disability retire- 
ment points. Naval Reserve person- 
nel who have satisfactorily com- 
pleted course NavPers 10943 and 
have received credit for it may en- 
roll in course NavPers 10943-A, and 
WILL receive credit for this course 
upon satisfactory completion. A 
completely revised text, NavPers 
10816-A, serves as the basis for the 
course, 


RESERVE PROMOTION .. . 
How can I be promoted in the Naval 
Reserve? A regularly occurring 


question from inactive Reserve Med- 
ical Department officers gets an 
answer: 
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Inactive Naval Reserve officers 
become eligible for selection and 
ultimate promotion by establishing 
their professional fitness through 
the earning of the necessary number 
of promotion points each year served 
in grade. To qualify for considera- 
tion by a selection board, reserve 
officers must earn a minimum of 12 
promotion points per fiscal year. To 
qualify for selection and promotion. 
reserve officers must earn a mini- 
mum of 24 promotion points each 
year in grade with a maximum not 
to exceed 144. Promotion points 
may be earned as follows: 

@ Completion of appropriate cor- 
respondence courses, and 

@ Participation in inactive duty 
and active duty for training. 

Twelve promotion points will be 
awarded for whichever of the follow- 
ing phases is completed first during 
any fiscal year: 

@ Attendance at 75% of the pre- 
scribed drills of your unit. 

@ Satisfactory completion of four- 
teen days active duty for training; 
or 

® Satisfactory completion of at 
least fourteen periods of appropriate 
duty. 

Promotion points will not be 
awarded for completion of more 
than one of these three phases in 
any one fiscal year: 

1. Extended active duty. One pro- 
motion point being awarded for each 
month of continuous active duty 
served. 

2. Completion of each course in 
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What's the 


H. was born in London in October 
1795. When he was 9 years old, his 
father died, and the remainder of 
his education was pursued under 
severe financial restriction. At 
school he did extensive reading, es- 
pecially on mythology, and started a 
translation of the Aeneid. 

When he was 15, his mother, to 
whom he was strongly attached, died 
of consumption. His guardian de- 
cided that he should study medicine. 
As was customary in those days, he 
was apprenticed to a surgeon for a 
period of four years. During these 
years he made his first efforts at 
writing poetry. 

He entered medical school at 
Guy’s Hospital in October, 1815, and 
passed his examination before the 
Apothecaries Society in July, 1816. 
His real inclinations, however, were 
beginning to show strongly; in 1816- 
17 he gave up surgery in favor of 
poetry. 

In 1816, he wrote the sonnet “On 
First Looking Into Chapman’s 
Homer,” the first poem in which he 
unmistakably establishes his creative 
gift. 

In April, 1817 he began to work 
on “Endymion” which was published 
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Doctor’s Name ? 


By Victor R. Jablokow, M.D. 


in 1818. In the summer of the same 
year he went on a walking tour of 
Scotland where the extreme exertion 
and exposure had an unfavorable 
effect upon his health; his life was 
not to last much longer. Later in 
the year, he spent days and nights 
at the bedside of his brother who, 
in December, died of tuberculosis. 

At this time, he met Fanny 
Brawne, fell in love with her. His 
illness, however, prevented their 
marriage. 

In February, 1820, he became 
seriously ill. On the way to Italy he 
wrote his last poem “Bright Star.” 

On December 10, he had a final 
relapse and died in Rome on Febru- 
ary 23, 1821. Shelley paid homage 
to his lamented young friend in 
“Adonais.” 


“Till the Future dares 
Forget the Past, his fate and fame 
shall be 


An echo and a light unto etern- 
ity!” 


“. . . Peace, peace! he is not dead, 
he doth not sleep— 
He hath awakened from the dream 
of life.” 


Can you name the docter? An- 
swer on page 178. 
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1. The insect vector of Rocky Moun- 
tain spotted fever is the: (A) tick; 
(B) louse; (C) mite; (D) flea. 


2. Of the following, the test which 
is most valuable in the diagnosis of 
typhus fever is: (A) Paul; (B) 
Frei; (C) Widal; (D) Weil-Felix. 


3. A patient weighing 70 kilograms 
is severely burned (25% of the 
body). The amount of daily nitro- 
gen which would be required to 
maintain a positive nitrogen balance 
in such a patient is: (A) 5 grams 
a day; (B) 12 grams a day; (C) 20 
grams a day; (D) 60 grams a day. 


4. The one of the following condi- 
tions in which urobilinogen is likely 
to be absent in the urine is: (A) 
carcinoma of the head of the pan- 
creas; (B) stones in the gall-blad- 
der; (C) cirrhosis of the liver; (D) 
acute yellow atrophy of the liver. 


5. The one of the following organs 
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Questions are from a civil service 
examination given to candidates for 
physician appointments in municipal 
government. 


Answers on page 171 


which normally elaborates acid phos- 
phatase is the: (A) liver; (B) 
prostate gland; (C) bone marrow; 


(D) spleen. 


6. The percentage of cases of car- 
cinoma of the rectum in which a 
downward or retrograde spreads oc- 
curs is most nearly: (A) 5%; (B) 
50%; (C) 80%; (D) 90%. 


7. The approximate amount of fluid 
excreted normally per day in the 
gastro-intestinal tract is: (A) 520 
cc; (B) 3200 cc; (C) 5200 ce; (D) 
8200 cc. 


8. To determine the degree of vaso- 
spasm in a case of thrombo-angiitis 
obliterans, you should: (A) take 
oscillometric readings; (B) perform 
an interdermal salt test; (C) im- 
merse both forearms in water at a 
temperature of 50 degrees F for 20 
minutes; (D) inject the posterior 
tibial nerve with 5 cc. of a 2% novo- 
caine solution. 


9. After ligating the inferior vena 
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cava, the one of the following veins, 
or systems of veins, which does not 
take part in establishing collateral 
circulation is the: (A) ascending 
lumbar veins; (B) azygos veins; 
(C) inferior mesenteric veins; (D) 
internal vertebral plexus. 


16. The one of the following sub- 
stances which inhibits the produc- 
tion of prothrombin in the liver is: 
(A) heparin; (B) dicumarol; (C) 
vitamin K; (D) glucose. 


11. On entering the abdominal cav- | 


ity from the chest, the relationship 
of the two vagi nerves usually is: 
(A) right vagus enters behind the 
esaphogus and is distributed to the 
posterior surface of the stomach 
while the left vagus is on the an- 
terior aspect; (B) right vagus lies 
on the anterior surface and the left 
vagus on the posterior surface; (C) 
both vagi lie on the posterior aspect 
of the stomach; (D) both vagi lie 
on the anterior surface of the stom- 
ach. 


12. In the case of complete portal 
vein block, most of the portal blood 
is then conveyed to the parenchyma 
of the liver by the: (A) hepatic 
vein; (B) hepatic artery; (C) 
esophageal veins; (D) middle hem- 
orrhoidal veins. 


13. A patient with a gastro-jejuno- 
colic-fistula suffers rapid weight loss 
and diarrhea. These symptoms can 


most likely be attributed to: (A) 
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Supplied: No. 817—Bottles of 100 and 1,000 
capsules. 


New York, N. Y. ¢ Montreal, Canada 
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loss of food from the stomach into 
the colon; (B) loss of hydrochloric 
acid from stomach into the colon; 
(C) improper diet; (D) the irrita- 
tion set up by the entrance of col- 
onic gases and contents into the 
stomach and duodenum. 


14. Of the following micro-organ- 
isms, the one which is resistant or 
slightly susceptible to penicillin ac- 
tivity in vitro is: (A) gonococcus; 
(B) bacillus coli; (C) Staphylococ- 
cus aureus; (D) Clostridium wel- 
chii. 


15. Following a severe convulsion, 
as in electric shock therapy, the pa- 
tient complains of persistent medi- 
astinal pain. This is most likely the 


result of injury to: (A) pleuropul- 


monary mechanism; (B) cardiac 
mechanism; (C) bony skeleton; 
(D) peripheral nerves. 


16. The one of the following which 
is most likely to be encountered as 
evidence of a lesion complicating a 
fracture of the olecranon is weak 
or absent power to: (A) extend 
wrist; (B) abduct the thumb; (C) 
spread the fingers; (D) flex the in- 
terphalangeal joints. 


17. The one of the following lesions 
in which dyspnea accompanied by 
cyanosis of the face and neck is 
most likely to be present several 
hours after injury is: (A) tear of 
the ligamentum nuchae; (B) crush- 
ing injury of chest; (C) fracture 


166 


of the fifth cervical vertebra; (D) 
dislocation of the jaw. 


18. The most efficient of the follow- 
ing measures to bring about early 
relief of circulatory embarrassment 
accompanying a grossly displaced 
supracondylar fracture is: (A) re- 
duction of the displaced fracture 
fragments; (B) flexion of the el- 
bow; (C) extension of the elbow; 
(D) immobilization and elevation of 
the arm without reduction. 


19. A patient is admitted with a se- 
verely crushed pelvis. He is in pro- 
found shock. The one of the fol- 
lowing procedures which is most 
likely to be of little or no help in 
evaluating the intactness of his 
genito-urinary tract is: (A) injec- 
tion and attempted withdrawal of 
sterile saline from the bladder; (B) 
retrograde cystography; (C) cath- 
eterization; (D) intravenous pyelog- 
raphy. 


20. The one of the following in 
which atrophy of the deltoid is not 
a characteristic concomitant is: (A) 
long standing rupture of the supra- 
spinatus tendon; (B) chronic sub- 
deltoid bursitis due to calcium de- 
posit; (C) long standing painful 
acromioclavicular arthritis; (D) 
chronic suppuration in the shoulder 
joint. 

21. The one of the following to 


which hip pathology most  fre- 
quently produces referred pain is 
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ment Four generations of physi- 
laced cians have turned to Aloe 
for aid and assistance 
) re- when first opening their 
cture offices. Among the many 
e el. helps we offer are: 


i. Equipment 

Check Lists: 
An item by item list of 
everything required to 
outfit your office. 


2. Office Planning WHICH SERVI ce 


Service: 


We will supply suggested wi LL YOU NEE D. 


layouts sealed to size to 
help you determine your a 


exact needs. IM OPENING 
3. Tailored Payment a 
Plans: 


We have 11 financing THAT NEW OFFICE? = 


plans, one of which is sure 
to fit your needs. You can 
even buy equipment with- 
out a down payment. 


4. Location Service: 


We know of many ideal 

communities that would 
ne welcome an able young 
is not § physician. We will advise 
(A) our field force of your pref- 
4 erences, if you wish, so 
supra § that you may benefit from 
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ain ful —- details. No cost 1831 Olive St., St. Lovis 3, Mo. 
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the: (A) buttock; (B) groin; (C) 
knee; (D) lateral side of the thigh. 


22. The one of the following muscle 
groups which is of least importance 
in producing the characteristic dis- 
placement of a subtrochanteric frac- 
ture of the femur is the: (A) lesser 
glutei; (B) ilio-psoas; (C) external 
rotators; (D) gluteus maximus. 


23. The one of the following lesions 
most commonly characterized by the 
sudden onset of complete inability 
to actively extend the interphalan- 
geal joint of the thumb as a late 
complication is: (A) Colles’ frac- 
ture; (B) carpal scaphoid fracture; 


(C) fracture through base of first 
metacarpal; (D) complex disloca- 
tion of first metacarpophalangeal 
joint. 


24. An injured ankle shows the fol- 
lowing fractures by x-ray: a trans 
verse fracture of the medial malleo- 
lus and a fracture through the june- 
tion of the middle and lower one- 
third of the fibular shaft. Neither 
fracture is displaced sufficiently to 
require reduction. Of the following, 
the lesion most likely to result in 
persistent pain and disability is: 
(A) fracture of the medial malleo- 
lus; (B) fracture of the fibula; (C) 
associated ligamentous damage; (D) 


each dose is fresh 
...for complete potency 


FOLBESYN 


VITAMINS LEDERLE 


B COMPLEX + C 


Separate packaging of dry vitamins and diluent 
(mixed immediately before injection) assure con- 
trolled dosage. The folic acid solution is specially 
prepared to preserve full potency and to serve for 
quick solution of the dried vitamins. FOLBESYN 
may be conveniently added to standard intrave- 


nous solutions. Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 


Thiamine HCI (B,) 10 mg. 
Riboflavin (Be) 10 mg. 
Niacinamide 50 mg. 


Pyridoxine HCI (Bg) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Folic Acid 3 mg. 
Vitamin B,2 15 megm. 


> LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK 
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, | ... for the Air Force family 


.As an Air Force Physician, your opportunity for professional 
advancement is virtually unlimited today. Your practice aiso 
7 allows you more leisure for home life and recreation, and your 
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family has excellent financial protection. When you retire your 
income is far greater than under any other retirement pian 
most young physicians can afford. You now receive extra 
credit and pay for your years in medical schoo! and internship. 


_ tf your interest is in general 


practice, obstetrics-gynecology, 
pediatrics, pathology, ENT, 
psychiatry, or aviation medicine, 
your application is invited. 


For additional information, write: 


THE SURGEON GENERAL 
Headquarters, USAF 
Washington 25, D.C. 
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the: (A) buttock; (B) groin; (C) 
knee; (D) lateral side of the thigh. 


22. The one of the following muscle 
groups which is of least importance 
in producing the characteristic dis- 
placement of a subtrochanteric frac- 
ture of the femur is the: (A) lesser 
glutei; (B) ilio-psoas; (C) external 
rotators; (D) gluteus maximus. 


23. The one of the following lesions 
most commonly characterized by the 
sudden onset of complete inability 
to actively extend the interphalan- 
geal joint of the thumb as a late 
complication is: (A) Colles’ frac- 
ture; (B) carpal scaphoid fracture; 


(C) fracture through base of first 
metacarpal; (D) complex disloca- 
tion of first metacarpophalangeal 
joint. 


24. An injured ankle shows the fol- 
lowing fractures by x-ray: a trans. 
verse fracture of the medial malleo- 
lus and a fracture through the junc- 
tion of the middle and lower one- 
third of the fibular shaft. Neither 
fracture is displaced sufficiently to 
require reduction. Of the following, 
the lesion most likely to result in 
persistent pain and disability is: 
(A) fracture of the medial malleo- 
lus; (B) fracture of the fibula; (C) 
associated ligamentous damage; (D) 
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So simple 
you can do your 
sterilizing blindfolded 


When you merely set one dial, 
your sterilizing is so simple you 
can do it blindfolded. Sterilizing 
with a SpeedClave is that easy! 

No other office autoclave offers 
you automatic heating, timing, 
and venting. Three features that 
free your nurse for other duties. 
To sterilize, she merely loads the 
SpeedClave, sets it . . . then 
forgets it. 

Simple? Nothing could be sim- 
pler—or safer. Autoclaving is the 
safe way to sterilize. And Speed- 
Claving is the simplest and 
quickest. 


WILMOT CASTLE CO. 
1730A E. Henrietta Rd., Rochester, N.Y. 


Send me descriptive bulletin DS-246 
which tells all about the SpeedClave. 


Name 
Address. 
LIGHTS AND 
STERILIZERS 
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aseptic necrosis of the talus. 
25. Of the following, the most com- 
mon cause for continued elevation 
of temperature, pulse, respiration, 
white blood count and erythrocyte 
sedimentation rate during the first 
two weeks following a simple com. 
minuted fracture of the femoral 
shaft treated by traction is: (A) lo- 
cal tissue damage; (B) venous 
complications; (C) pulmonary com- 
plications; (D) the effect of trac- 
tion upon the extremity. 

26. Heberden’s nodes are character- 
istic of: (A) rheumatoid arthritis; 
(B) gout; (C) osteoarthritis; (D) 
rheumatic fever. 

27. Tuberculous arthritis is charac- 
teristically: (A) monarticular in 
distribution and usually evidences 
very little inflammation, i.e., heat 
and redness; (B) polyarticular in 
distribution and usually involves the 
smaller joints; (C) associated with 
high fever and involvement of the 
temporomandibular joints; (D) as 
sociated with an involvement of the 
great toe. 

28. Of the following skin diseases, 
the one with which rheumatoid ar- 
thritis is frequently enough asso- 


| ciated to be recognized as a clinical 


syndrome is: (A) herpes; (B) 
psoriasis; (C) seborrhea; (D) 
scabies. 


29. Of the following the correct 
statement is: (A) rheumatoid ar- 
thritis is predominantly a disease of 
the female sex, the incidence being 
roughly three-to-one greater among 
females; (B) patients with rheu- 
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wwatoid arthritis are generall, 
evenly distributed between male and 


iemale. 
predominance; (C) Marie Struem- 
pell spondylosis (rheumatoid spon- 
dylosis) shows a marked difference 
in sex distribution, the disease af- 
fecting females in a ratio to males 
of about ten to one; (D) gout does 
not occur more frequently in males 
than in females, the sex distribution 
being about equal. 

30. It is generally agreed that the 
cause of osteoarthritis is: (A) the 
series of physiological and patho- 
logical changes which occur in a 
joint when it is subjected to pro- 
longed and often repeated injury 


and wear and tear; (B) intestinal | 
(C) a chronic infectious | 


toxicity ; 


The disease shows no sex . 


process; (D) a prolonged allergy | 


which involves the joints. 

31. The one of the following dis- 
eases involving the joints of which 
subcutaneous nodules are charac- 
teristic is: (A) serum sickness in- 
volving the joints; (B) pneumococ- 
cal arthritis; (C) rheumatoid ar- 
thritis; (D) Charcot’s joint. 


MEDIQUIZ ANSWERS 
1 (A), 2 (D), 3 (D), 4 (A), 5 (B), 


6 (A), 7 (D) 8 (D), 9 (C), 10 (B), | 


ll (A), 12 (B), 13 
15 (C), 16 (C), 17 
19 (D), 20 (A), 21 
23 (A), 24 (C), 25 
27 (A), 28 (B), 29 
31 (C). 


(B), 18 (A), 
(C), 22 (D), 
(A), 26 (C), 
(A), 30 (A), 
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"to Doctors 


_ dust Starting 
a) in Practice 


Daily Log 
Record Book for Physicians 


Get a businesslike start with the 
efficient and easy-to-use DAILY LOG 
financial record system . . . now avail- 
able to doctors entering private 
practice at a low INTRODUCTORY 
PRICE. The DAILY LOG helps you 
set up orderly routines, avoid costly 
mix-ups and tax troubles, saves you 
time and money. No bookkeeping 
training necessary. A standard of the 
profession since 1927. Satisfaction 
guaranteed. 


Mail coupon below for Introductory 
Offer today. You will also receive the 
information-packed Colwell Record 
Supplies Catalog. Select the forms 
you need for accounts with patients, 
histories, appointments, billing, corre- 
low prices made possible by our 
tr dous sales vol 


COLWELL PUBLISHING COMPANY 
271 University Ave., Champaign, Illinois 


Please send me Daily Log tatetustesy = 


Colwell fice Recor ‘Supplies 
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Classified Advertising 


Léads | 
and Needs 


Rates 


Personal classified advertising rates 
are $3.00 for ads of thirty words or 
less plus 10c for each additional word. 
When a box number is used and an- 
swers sent care of RESIDENT PuysIciAN 
there is an additional charge of 50c. 
Add four additional words for a box. 

For semi-display ads set in bold face, 
the rate is $3.75 for 30 words or less, 
plus 15c for each additional word. 

Commercial classified rates are $4.50 
for ads of twenty words or less plus 15c 
for each additional word. Commercial 
rates include all ads of manufacturers, 
dealers, agencies etc. Count four addi- 
tional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $5.90 for 20 
words or less, plus 20c for each addi- 
tional word. 

ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. REsimENT 
Puysician, 1447 Northern Boulevard, 
Manhasset, New York. 


Going 


Into Practice? There Are Many 
choice opportunities in all fields which you 
would not normally be aware of. We have 
interest you. Write us. 

he ork Medical Exchange 
489 (Opposite Public Library) 
Specialists in Placement 


PHYSICIANS WANTED 


ASSISTANT PATHOLOGISTS—Person with Four 
years training or Board eligible; starting 
salary $8,000; present staff consisting of 3 
pathologists, biochemist, microbiologist and 
part-time hematologist: 195 autopsies and 
11,000 surgicals annually. Address commu 
nications to: Dr. Tobias Weinberg, Pathol- 
ogist-in-Chief, Sinai Hospital, Baltimore 5 
Maryland. 


GENERAL PRACTITIONER OR INTERNIST— 
wanted; growing industrial community of 

40 minutes from Milwaukee, Wiscon- 
sin; veal opportunity; community financed 
clinic. Northern Ozaukee Clinic, Inc., Fre- 
donia, Wisconsin, 


GENERAL PHYSICIANS wanted: Under 35 years 
of age; to assist specialists in professions 
care program of the 10 Miners Memorial 
Hospitals; full time positions with starting 
compensation at the rate of $12,000 per year; 
U. S. citizenship and eligibility for licensure 
in Kentucky, Virginia or West Virginia re- 
quired. For details, address: The Clinic al 
Director, Miners Memorial Hospital Ass 
1427 Eye Street, N.W., Washington 5, DC. 


INTERNIST—Recent Diplomate or Board quaii- 
fied; associate with gradual partnership - 
active practice. M. Koenigsberg, M.D., 
Virginia St., E., Charleston, est Virgi 
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ATHOLOGY RESIDENCY available on or 
before July |, 1957; 4 year approval for 
athologic anatomy and clinical pathology; 
400 bed hospital; 200 autopsies, 7000 sur- 
gical specimens, 150 
sxaminations; eens from $2400 plus 
maintenance. Appl 
Hillcrest Medical 


: Leo_Lowbeer, 
enter, Tulsa, Sass: 


PATHOLOGY RESIDENT: Vacant July Ist, 900 
bed GM&S VA Hospital, located 70 miles 
from Washington, affiliated with 
George Washington University Medical 
School; approved programs, either com- 
opined or separate, in pathological anatomy 
and clinical pathology; seminars and ex- 
tensive research facilities with opportunity 
to participate in Cancer Research and 
Radioisotope work; salary $2,840 to $3,550 
sccording to previous experience. Appl 
Manager, VA Center, Martinsburg, West 
rginia. 


HOMES AND OFFICES FOR SALE 


OFFICE available—Completely equipped for 
immediate occupancy due to sudden death 
of general practitioner; practice established 
25 years; excellent opportunity. Contact: 
Mrs. James Stephenson, Everett, Penna, 


PENNSYLVANIA—Excellent opportunity; near 
sacramento, Pennsylvania; well-established 
ucrative practice; rural area; great need: 
office equipped with x-ray and E.K.G.; 10 
miles from new hospital. Reply: Mrs. Mack, 
Lake Ariel, Penna. 


DERMATOLOGICAL PRACTICE in Oklahoma 
for sale due to death; long established; 
fully equipped office in air-conditioned 
building; will introduce to patients. Mrs. 
Chas. P Bondurant, 253 N.W. 35, Oklahoma 
City, Oklahoma. 


PRINTING and RECORDS 


For Doctorw... 
Printing , Patients’ Records, 
Bookkeeping Systems & Files. 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


clinical- Pipl fal 


A, pothecary 


THE PERFECT PROFESSIONAL 
OFFICE & HOME DECORATION 


THESE jars are handmade and 

painted 4+ the famous Anton 
Herr Pottery Works in West Ger- 
many. 


Suitable as collectors items, for 
home or office decoration, Wide 
variety of styles and sizes, Prices 
range from $4.75 to $74.95, The 
jar pictured above sells for $9.45. 

Money promptly refunded if not 
satisfactory. 

Write for full color descriptive 
folder to: 

American 

Professional Pharmacist 

Dept. RP 1447 Northern Blvd. 
Manhasset, N. Y. 
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VIEWBOX DIAGNOSIS 


(from page 13) 


SPRUE 


Note disordered motor function. 
Although it is difficult to pick 
sprue from among the many 
others the dual finding of dilata- 
tions high in the small bowel 
with gas is often very suggestive 
of sprue. 
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